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Background: Schools are an important setting for health promotion and teachers have an integral role to
play in promoting children and young people’s health and well-being. Adequate initial teacher training (ITT)
and continuing professional development in health is therefore important.
Objectives: To conduct a survey of initial teacher training providers in England and a systematic review of
effectiveness to assess how health and well-being is covered on courses, and to identify barriers and
facilitators to effective training.
Methods: Methods included an online questionnaire survey with a sample of 220 ITT course managers in
England; interviews with a purposive sample of 19 of the course managers responding to the questionnaire;
and a two-stage systematic review comprising a descriptive map of the characteristics of international
research studies of health teacher training and a detailed synthesis of a subset of studies speciﬁcally on
pre-service training. Databases (including MEDLINE, EMBASE, The Campbell Library and PsycINFO) were
searched from the period of database inception up to May 2011.
Results: The overall response rate for the survey was 34%. The majority (89%) of respondents agreed that it
was either important or very important to cover health within the ITT curriculum. The most commonly
covered topics on courses were Every Child Matters (100%), child protection (100%), emotional health
(99%) and antibullying (97%). Fewer course managers reported covering healthy eating (63%), sex and
relationships (62%), drugs (56%), alcohol (41%) and smoking (34%). Many interviewees expressed a holistic
view of education and believed that health was important in the ITT curriculum. However, there was
variability in how health was addressed across and within institutions. Trainee teachers' experience of
addressing child health on school placement was also variable. Facilitators to covering health included
interests and backgrounds of ITT staff; staff health-related professional experience; availability of health
expertise from external agencies; supportive government policy frameworks; and interprofessional and
interdepartmental working. The main barriers were limited curriculum time; health being perceived to be a
lower priority than other aspects of training; health no longer a high government priority in education;
and lack of funding. A total of 170 studies met the eligibility criteria for the descriptive map. The majorityv
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ABSTRACT
vicovered teacher training in relation to sexual and reproductive health, drugs and alcohol or mental and
emotional health. A total of 21 publications (20 studies) were prioritised for the synthesis. All were
evaluations of health training for pre-service teachers, and just under half were from the UK. Twelve studies
reported outcomes (impact of training on teachers, but not pupils), many of which were single cohort
before-and-after studies. Sixteen studies reported processes. Following training there were some increases
in trainee teachers' factual knowledge of health and a general increase in their conﬁdence to address
health issues. In general, training was acceptable and well received by trainees. Evidence suggested that
effective training should include practical experience and skills and be personally relevant and take into
account individual needs. Barriers to health training identiﬁed from the studies included lack of time,
balancing breadth and depth, and variation in training provision.
Conclusions: Among those surveyed there appears to be general support for health and well-being in ITT.
However, further research on the longer-term impact of ITT around health and well-being is needed,
particularly in the early career period. The main limitation of this research was the low response rate
(34%) to the survey.
Study registration: PROSPERO number CRD42012001977.
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DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Contentsix
xi
1
© Queen
Health. T
provided
to: NIHR
SouthamList of abbreviations. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Scientific summary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Chapter 1 Background and rationale for the research
1
1
3
5
7The importance of teachers as health promoters
Health and education policies in England
Organisation of teacher training in England
The evidence base for teacher training and health
Research objectives9Chapter 2 Methods overview11Chapter 3 Questionnaire survey of teacher training providers
11Methods for the questionnaire survey of teacher training providers
15
29Results of the questionnaire survey of teacher training providers
Summary31Chapter 4 Interviews with teacher training providers
31
36
61Methods for the interviews with teacher training providers
Results of the interviews with teacher training providers
Summary63
Chapter 5 Systematic review stage 1: descriptive mapping of
teacher training studies63
67
68
76Methods
Results of the literature search
Results of the descriptive mapping exercise
Summary of mapping results79Chapter 6 Systematic review stage 2: synthesis of teacher training studies
79
81Methods for the synthesis
Results of the synthesis107Chapter 7 Discussion107
109
110
113
115In what ways does teacher training prepare teachers to promote health and
well-being in schools?
How effective are interventions to train and support teachers in health?
What are the barriers to, and facilitators of, effective training and delivery?
Strengths and limitations of this research
Conclusions119Acknowledgements121Referencesvii
's Printer and Controller of HMSO 2013. This work was produced by Shepherd et al. under the terms of a commissioning contract issued by the Secretary of State for
his issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science Park,
pton SO16 7NS, UK.
CONTENTS
137
viii
NIHR JoAppendix 1 Protocol159
Appendix 2 Survey questionnaire (higher education institution
course managers)163Appendix 3 Interview schedule169Appendix 4 MEDLINE (Ovid) literature search strategy173Appendix 5 Inclusion/exclusion criteria177Appendix 6 Results of the updated literature search179Appendix 7 Systematic review synthesis data extraction form185Appendix 8 Systematic review synthesis critical appraisal criteriaurnals Library www.journalslibrary.nihr.ac.uk
LDOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2
© Q
Hea
prov
to: N
Souist of abbreviationsAIDS acquired immunodeﬁciency
syndrome
BEd Bachelor of Education
CPD continuing professional
development
DfE Department for Education
EAL English as an additional language
EBITT employment-based initial
teacher training
ECM Every Child Matters
EPOC Effective Practice and Organisation
of Care
GTP Graduate Teacher Programme
HEI higher education institution
HIV human immunodeﬁciency virus
ITT initial teacher training
NHSP National Healthy Schools
Programme
NIHR National Institute for
Health Research
NQT newly qualiﬁed teacher
NSPCC National Society for the Prevention
of Cruelty to Children
OFSTED Ofﬁce for Standards in Education,
Children's Services and Skillsueen's Printer and Controller of HMSO 2013. This work was produced by Shepherd et
lth. This issue may be freely reproduced for the purposes of private research and study
ided that suitable acknowledgement is made and the reproduction is not associated with
IHR Journals Library, National Institute for Health Research, Evaluation, Trials and Stud
thampton SO16 7NS, UK.OTTP Overseas Teacher Training
Programme
PE physical education
PGCE Postgraduate Certiﬁcate
in Education
PSHE personal, social, health
and economic
PSHEE personal, social, health and
economic education
QTS qualiﬁed teacher status
RTP Registered Teacher Programme
SCITT school-centred initial
teacher training
SEAL social and emotional aspects
of learning
SEN special educational needs
SHARE Sexual Health and Relationships –
Safe, Happy and Responsible
Education (Scotland)
SHTAC Southampton Health Technology
Assessments Centre
SRE sex and relationships education
TDA Training and Development Agency
(now the Teaching Agency)
WHO World Health OrganizationAll abbreviations that have been used in this report are listed here unless the abbreviation is
well known (e.g. NHS), or it has been used only once, or it is a non-standard abbreviation
used only in figures/tables/appendices, in which case the abbreviation is defined in the figure
legend or in the notes at the end of the table.ix
al. under the terms of a commissioning contract issued by the Secretary of State for
and extracts (or indeed, the full report) may be included in professional journals
any form of advertising. Applications for commercial reproduction should be addressed
ies Coordinating Centre, Alpha House, University of Southampton Science Park,

DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Scientiﬁc summaryBackground
Schools are an important setting for health promotion and teachers have an integral role to play in
promoting children's and young people's health and well-being. There is a need to investigate how teachers
are prepared in their initial teacher training (ITT) to be effective health promoters.Objectives
To conduct a survey, using questionnaires and interviews, of ITT providers in England to assess how health
and well-being is covered on their courses and to identify barriers and facilitators to training, and to
conduct a systematic review of the effectiveness of and barriers to and facilitators of teacher training around
health and well-being. The two components of the project were designed to complement each other in
answering the research questions.MethodsSurvey
An online questionnaire about provision of health training on ITT courses was conducted with a sample of
220 ITT course managers in England in June and July 2011. We randomly sampled higher education
institutions (HEIs) and employment-based initial teacher training (EBITT) providers from each region and
sampled all of the school-centred initial teacher training (SCITT) providers in England. Data were analysed
using descriptive statistics. We carried out subsequent face-to-face/telephone interviews with a purposively
sampled subsample of 19 of the course managers who responded to the questionnaire, to examine issues in
more depth. Data were analysed using a content analysis approach.Systematic review
We conducted a two-stage systematic review of the effectiveness of and barriers to and facilitators of teacher
training around health and well-being: (1) we developed a descriptive map of the characteristics of
international research studies evaluating pre-service or in-service teacher training around health and
well-being; and (2) we conducted a synthesis of a subset of these studies (pre-service training).Search strategies
Electronic searches of bibliographical databases (including MEDLINE, EMBASE, The Campbell Library and
PsycINFO) and relevant websites (including the British Educational Research Association) were conducted.
Bibliographical databases were searched from the period of database inception up to May 2011.Study selection
In round 1, studies were screened on the basis of title and abstract by one reviewer using a priori inclusion
criteria, with a subset independently screened by a second reviewer. To be included, studies needed to
mention all of the following: health and well-being within schools, the training of teachers in relation to the
promotion of health and well-being, and research into the processes and/or outcomes of this. Publications
from before 1990 were not included. Second, the full papers identiﬁed from the initial screening were
retrieved for further screening for eligibility for the descriptive map. To be eligible, studies had to meet the
same criteria used in the initial screening, providing that there was an adequate description of the training.
All studies were screened for eligibility by one reviewer and checked by another.xi
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xiiDescriptive map
A reviewer mapped the key characteristics of the included studies using a keyword tool devised for this study,
and a subset were checked by a second reviewer. The purpose of this was to create a detailed map of the
evidence base and to then use this to prioritise a subset of studies for the full systematic review in
consultation with the project advisory group.Data extraction and quality assessment
A reviewer extracted data and quality assessed the studies included in the full review, with checking by a
second reviewer.Data synthesis
A narrative synthesis of outcome evaluations in the full review was carried out. A thematic analysis of the
process evaluation data was conducted. Each process evaluation was systematically coded in a NVivo
database (version 9; QSR International, Southport, UK) to generate themes summarising the ﬁndings.
A narrative account was then written, summarising each theme. Studies were not excluded from the
synthesis because of quality, but methodological limitations of particular studies are discussed when relevant.Results of the surveyOnline questionnaire
An overall response rate of 34% (74/220 course managers) was achieved for the online questionnaire.
The majority (89%) of the respondents reported that they felt that it was either very important or important
to cover health and well-being within the ITT curriculum. HEI and SCITT course managers most commonly
reported that they spent 5–9% of their curriculum time on covering health-related topics (reported by
46% and 38% respectively), whereas EBITT course managers most commonly reported that <5% of their
course time was spent on this (reported by 44%).
The most commonly covered topics on courses were Every Child Matters (ECM) (100%), child protection
(100%), social and emotional aspects of learning/emotional health and well-being (99%), antibullying
(97%), working with parents (96%), environmental education (81%) and physical activity (81%). Fewer of
the course managers reported that their courses covered healthy eating (63%), sex and relationships
education (62%), drugs education (56%), alcohol education (41%) and smoking prevention (34%). The
majority of the course managers (82% of HEIs, 69% of SCITT providers and 66% of EBITT providers) said that
they worked with external agencies to deliver some aspects of health and well-being, and they most
commonly reported working with personnel from local authorities (reported by 75%) and local schools
(reported by 62%). Only a minority (21%) said that they worked with health professionals. The majority of
the respondents (70%) reported that the health and well-being aspects of their courses were assessed.Interviews
The interviews offered more in-depth insights into how health was covered in ITT and the barriers to and
facilitators of this. Many of the course managers interviewed expressed a holistic view of education, and they
felt that it was important for trainee teachers to develop knowledge, skills and awareness in relation to
pupils' health. We found, however, that there was variability in how health was addressed across and within
institutions (e.g. trainee teachers on science or physical education courses were likely to receive more training
in these issues). On some courses some health topics were incidentally addressed as part of other aspects
of the course, whereas in others they were more integrated into the curriculum or discrete sessions were
provided (or there was a mix of these approaches). The course managers more frequently mentioned
covering topics such as special educational needs, behaviour management and emotional well-being than
topics related to living a healthy lifestyle such as healthy eating and alcohol and drugs education. Trainee
teachers' experience of teaching personal, social, health and economic (PSHE) education or exposure to
health initiatives on school placement was also variable, often depending on individual circumstances and
the priorities of the schools in which they were placed. Many of the course managers were not aware of theNIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2training in health that trainee teachers received in school and a perceived challenge was that PSHE education
was delivered in different ways in different schools.
Most of the course managers felt that they addressed trainee health and well-being adequately on their
courses, and this was usually because they felt that they had effective pastoral support systems. Some also
had speciﬁc initiatives in place to address trainee health, including school mentor training.
Although there was variability in how health was addressed, we identiﬁed some examples of innovative
practice, including a whole-day health event run in collaboration with health professionals, an
interprofessional working day run by students with a social work background from another course, and
alternative placements in health-related settings such as social services and hospital schools.
We found that training in health in ITT was often facilitated by the interests and backgrounds of ITT staff.
Staff having health-related professional experience was a facilitator because this meant that they had
ready access to expertise and knowledge. This experience also helped to raise their awareness of the
importance of addressing health. Working with people with health expertise from external agencies to
deliver some content was perceived to have been particularly successful on courses, and having contacts to
bring in external expertise was a commonly mentioned facilitator. Policy frameworks such as ECM, and
interprofessional and interdepartmental working within and between organisations were perceived to help
facilitate the inclusion and integration of health in ITT. The main barriers to delivering health training cited by
the course managers were limited curriculum time; health being perceived to be a lower priority than
other aspects of training, partly as it was felt that it was no longer a high government priority in education;
and lack of funding. The course managers also suggested that trainee teachers themselves could
inﬂuence the health training that they received through their life experience, interest in it and comfort
and conﬁdence in talking about and teaching these topics.
It should be acknowledged that the questionnaire and interview sample might be biased towards course
managers who are more supportive of health in teacher training, and therefore health may not necessarily be
a consistent feature of all ITT courses.Results of the systematic review
We identiﬁed 170 publications from the literature search that met the eligibility criteria for the descriptive
map. In terms of location, the largest proportion was studies conducted in the USA. The majority focused
on teacher training in sexual and reproductive health, drugs and alcohol or mental and emotional health.
Most of the studies were of in-service training, with only 31 studies reporting pre-service training.
In consultation with the advisory group we decided to focus the synthesis on the pre-service studies as
this complemented the survey.
A further round of screening was conducted for the synthesis. To be included, the pre-service studies needed
to provide a rationale for studying pre-service teachers and to report the training and results in sufﬁcient
detail. In total, 20 studies (reported in a total of 21 publications) met these criteria. Most had been
conducted in the UK or Australia. They covered a range of topics including health promotion in general, child
protection and mental health. The studies were diverse in methodologies and in how training was delivered.
The studies that reported teacher outcomes of training (n=12) most commonly were based on
before-and-after single cohort designs. Most did not include a control group and were based on small
samples. Methodological quality was uncertain because of lack of detail given in the publications, but overall
quality could be considered low because of the evaluation designs used. The reliability and usefulness of the
ﬁndings from the studies reporting process evaluations (n=16) was judged as medium or high in
10 studies. None of the studies examined the impact of pre-service training on pupil outcomes in school.xiii
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xivThe studies demonstrated some increases in trainee teachers' factual knowledge of health issues following
training. There was a general increase in their conﬁdence in relation to teaching PSHE education, and in
identifying and helping children with mental and emotional health problems or identifying child protection
issues. Likewise, there was a general increase in positive beliefs about the role of teachers and schools in
promoting child health, including tentative evidence for beliefs about the relationship between good
health and effective learning. There was some (limited) evidence on trainees' and qualiﬁed teachers'
experiences of teaching health in schools, speciﬁcally PSHE education lessons. Teachers' self-ratings showed
increases in scores for their ability to facilitate effective discussion of health issues. Teaching methods
such as interactive and practical tasks for PSHE education were popular.
In terms of processes, in the main, the training was acceptable and well received by trainee teachers,
with a few minor exceptions. Trainee teachers' views on the adequacy of the training in preparing them for
their role varied, with child protection studies reporting that trainee teachers did not always feel prepared to
deal with this issue after training. The evidence suggested that, for training to meet trainee teachers'
needs, it may need to include practical experience and skills; be personally relevant and take into account
individual needs; and be clearly relevant to teachers' practice in schools. Barriers to health training
identiﬁed from the studies included a lack of time, balancing breadth and depth, and variation in
training provision.Conclusions
The online questionnaire and interview survey show that teacher training in health and well-being in
ITT is variable across institutions in England. There appear to be deﬁcits in training in relation to key health
issues that are especially relevant to secondary school pupils, such as sex and relationships education
and alcohol and drugs education. The delivery of training often depends on the commitment and
backgrounds of ITT staff, with a lack of time in the ITT curriculum and a perception that health is a lower
priority area cited as barriers to its delivery. Accessing specialist health expertise from external agencies or
other departments is an important facilitator. The main limitation of this research was the low response
rate (34%) to the survey.
The systematic review of pre-service studies shows that, generally, pre-service teacher training improves
teachers' knowledge, conﬁdence and values in relation to health, and that it is generally acceptable and
well received by students. In line with our survey ﬁndings, though, it suggests that there is variability in
provision across providers and that time is a barrier to training. The studies suggest that training needs to
include practical skills and be personally and educationally relevant to meet trainee teachers' needs. There is
a lack of research demonstrating what impact ITT health training has on school pupils' health and
educational outcomes.Implications for practice
There are a number of implications for practice including that health issues should be addressed throughout
the ITT course, encouraging trainees to become accustomed to their health-promoting role; trainees
should be given opportunities to promote health on school placements with adequate support; and a
non-threatening atmosphere should be established to encourage discussion of sensitive and complex
health topics.Research recommendations1. Further evaluation of the effectiveness of health-related training spanning ITT and the early career years is
required, using controlled designs where possible, accompanied by process evaluation to assess
implementation, acceptability and adequacy, and other factors inﬂuencing effectiveness.
2. Evaluation of ITT programmes could also assess aspects of training found to be beneﬁcial, such as
interdisciplinary and interprofessional working and increasing personal relevance to trainees.NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 23. Given the increased emphasis on school-based ITT, research would be useful with mentors and tutors
located in placement schools, and trainee teachers themselves, to ascertain how ITT is organised and
to assess barriers and facilitators.
4. Further evidence synthesis is needed to assess the effectiveness of health training for in-service teachers,
drawing on a sample of the studies identiﬁed by our descriptive map. The focus could be on speciﬁc
health priority topics (e.g. drugs, alcohol, sexual health) and/or assessing training for teachers in
lifestyle-related health behaviour skills.
5. Follow-up research should be conducted with ITT providers over the next few years to assess the
longer-term impact of government policy changes on the coverage of health and well-being in courses.Study registration
This study is registered as PROSPERO number CRD42012001977.Funding
The National Institute for Health Research Public Health Research programme.xv
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the researchThe importance of teachers as health promotersThe role and importance of school health education has been recognised internationally for over 50 years
(World Health Organization (WHO) 1951,1 1954,2 cited in Tones and Tilford3). The early focus on health
education and hygiene grew over time to recognition of the need to consider the role of the whole school
environment in relation to children's health behaviours. The concept of the health-promoting school
emerged in the 1990s,4,5 in which all members of the school community (pupils, parents, staff) have the
opportunity to contribute to a healthy school environment. During this time there has been a growing
recognition of the importance of the school as a setting for health promotion, and the integral role of
teachers as promoters of health. In many countries health-promoting schools programmes were established,
including the National Healthy Schools Programme (NHSP) in England.6
Within the school curriculum issues relating to health and well-being can be addressed in a number of
ways, including through personal, social, health and economic (PSHE) education (formerly referred to as
personal, social and health education – more recently the term economic has been incorporated). PSHE
education is a planned, developmental programme of learning designed to help learners develop the
knowledge, understanding and skills they need to manage their lives, now and in the future
(as deﬁned by the PSHE Association, see www.pshe-association.org.uk). PSHE education includes the
concept of personal well-being, which draws together personal, social and health education, including
sex education and the social and emotional aspects of learning (SEAL). Although PSHE education is a
curriculum-based activity, it may extend to broader school-based activities. Because of its broad nature,
health and well-being may also be addressed by the wider curriculum, including subjects such as
science, physical education (PE), citizenship and the humanities. The extent to which PSHE education is
provided in schools, and more broadly health and well-being is promoted, varies for a number of
reasons. Yet teachers are seen to have an increasingly important role in the wider public health
workforce. A number of policy strategies have underlined the importance of the school in child health in
recent years.Health and education policies in EnglandOne of the most inﬂuential strategies in the area of child health, education and welfare in the last 10 years
was Every Child Matters (ECM).7 ECM stressed the importance of health and safety in all aspects of
children's lives, including the school, and underpinned the qualiﬁed teacher status (QTS) standards
for health.
The NHSP, set up in 1999, was a major initiative to improve health, raise pupil achievement, improve
social inclusion and encourage closer working between health and education providers. The NHSP
had four themes, including PSHE education, healthy eating, physical activity and emotional health and
well-being. A target was set for at least 75% of schools to be accredited with National Healthy Schools
status. The Children's Plan: Building Brighter Futures8 emphasised the pivotal role of schools in
ensuring that children are healthy and safe. It introduced the concept of ‘extended services’ with its focus
on improving access to school activities for disadvantaged children and young people to reduce
attainment gaps. It also set a goal for all schools to work with the NHSP. In 2009 the NHSP began rolling
out its enhancement model, a universal and targeted approach to pupil well-being offering schools1
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2the challenge of meeting speciﬁc needs-led healthier behaviour outcomes. Since April 2011, with the
new coalition government, the organisation of the NHSP has changed to being a voluntary schools-led
initiative rather than one that is centrally driven. The resources to support schools are now in the form
of the Healthy Schools toolkit, which is available to schools through the Department for Education
(DfE) website.9
Effective health promotion with children and young people, particularly the early identiﬁcation and
prevention of health inequalities, was also a key aspect of the Choosing Health public health strategy,
launched in 2004.10 The overall aim of the strategy was to develop and build capacity for health improvement
at all levels of the system, and to better equip the wider workforce to promote health by ensuring basic skills
and knowledge for more people. Furthermore, Healthy Weight, Healthy Lives: a Cross-government
Strategy for England11 stated that all schools should be healthy schools, and recognised the need for
improvements in staff skills and capabilities.
The Healthy Child Programme from 5 to 19 Years Old, published by the Department of Health and the
Department for Children, Schools and Families (DCSF; now the DfE) in 2009,12 set out the early intervention
and prevention public health programme for children, young people and their families. It highlighted the
need for schools to work together with parents, carers and health professionals and to have an
understanding of how to promote health and well-being.
In 2009 the Macdonald review of PSHE education13 recommended that it should be a statutory subject in
the curriculum and that all initial teacher training (ITT) courses should include some focus on PSHE
throughout the school life. The Macdonald review also recommended that there should be, in time, ‘a cohort
of specialist PSHE education teachers’ (p. 8). However, negotiations in April 2010 between the former UK
Labour government and opposition parties on the Children, Schools and Families Bill resulted in the
removal of the clauses to introduce PSHE education as a statutory subject in the national curriculum at
primary and secondary level.
Since the election of the coalition government in 2010, the broad landscape and relationships both
within and between education and health has changed. The government published its White Paper,
The Importance of Teaching, in November 2010,14 which aims to set out a radical reform programme for the
schools system, with schools freed from the constraints of central government direction. It also outlines how
the quality of initial training and continuing professional development (CPD) will be transformed. The
emphasis will be on more school- or employment-based training. Although the speciﬁc focus on health
and well-being in this White Paper is less clear, it does acknowledge the fundamental role of school in a
pupil's health and well-being:NIHRGood schools play a vital role as promoters of health and wellbeing in the local community and have
always had good pastoral systems. They understand well the connections between pupils’ physical and
mental health, their safety, and their educational achievement.
2.48, p. 28In 2011 the DfE published a review of the primary and secondary National Curriculum.15 The review
considered that schools should be given greater freedom over the curriculum, and that the National
Curriculum should not absorb the overwhelming majority of teaching time in schools, allowing for a broad
and balanced whole school curriculum. The report outlines the requirements for the National Curriculum,
to be supported by programmes of study and attainment targets, and the Basic Curriculum, which
describes statutory requirements in addition to those for the National Curriculum, which, although
compulsory, can be locally shaped by schools. The Basic Curriculum includes sex education. In addition,
schools can develop a Local Curriculum, which is non-statutory. The principles underpinning the
report's recommendations demonstrate the perceived importance given to PSHE education within the
Basic Curriculum. The principles acknowledge the importance of schools contributing to pupils' personal,
social and emotional development as well as cognitive development and the crucial role of PSHEJournals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2education, alongside subject knowledge, in supporting education and learning. Further, the report's
overarching aims include:© Que
Health
provid
to: NIH
Southa2.16 The school curriculum should develop pupils’ knowledge, understanding, skills and attitudes to
satisfy economic, cultural, social, personal and environmental goals.
4. Support personal development and empowerment so that each pupil is able to develop as a
healthy, balanced and self-conﬁdent individual and fulﬁl their educational potential.
p. 16It is suggested that aspects of PSHE education should be included in the Basic Curriculum, and the report
welcomed the DfE's internal review of PSHE education. The report also noted that it is important that PSHE
education is provided in all stages of education.
The White Paper for public health, Healthy Lives, Healthy People, published in November 2010,16 set out the
proposed substantial changes to the public health system in England. It is proposed that joint commissioning
of health services will be carried out by local authorities in conjunction with a new body, Public Health
England, and the current directors of public health will be employed within local authorities. Health and
Wellbeing Boards are being set up in local authorities, comprising local authority directors of public health,
social services, children's services, members of local clinical commissioning groups and elected local
representatives. The boards will have strategic inﬂuence over commissioning decisions across health,
public health and social care, with the emphasis on integrated services. These proposed changes will no
doubt have a major impact on the way that public health and health-promotion activities are managed, and
implications for the support for improvement of health education in schools. The focus will be on local
commissioning of services to meet the needs identiﬁed in the Joint Strategic Needs Assessment (JSNA) and
the Joint Health and Wellbeing Strategy (JWBS). However, although education is mentioned as being
represented on the board, there are outstanding questions about how much of the children's agenda the
board will cover, and currently little indication of what the relationship will be between schools (maintained
or other) and their Health and Wellbeing Board.
Local authorities, through the Health and Wellbeing Board and direct commissioning of public health
services, will be held accountable for the delivery of public health outcomes.17 There are two main public
health outcomes: increased healthy life expectancy; and reduced differences in life expectancy and healthy
life expectancy between communities. There are four domains (e.g. improving the wider determinants of
health, health improvement), each with detailed indicators. Some of these indicators are relevant to
children's health and schools (e.g. school readiness, pupil absence, behaviour).
It is unclear how relationships will be sustained across the diversity of types of schools (education authority,
academy, free, etc.) and with the Health and Wellbeing Boards and local public health services. The
experience of trainee teachers will also vary considerably according to the type of school and locality.
As a driver, however, the government's Public Health Outcomes Framework17 – which states the overarching
aims of the reformed public health system in England for 2013–16 – may provide some support for the
continued emphasis on PSHE education and health-promoting schools. Further, the lack of centralised
guidance and direction on healthy schools' implementation policies places more responsibility on teachers
and schools to have the skills and knowledge to formulate and deliver their local responses to this agenda.Organisation of teacher training in England
Initial teacher training
Initial teacher training in England is currently predominantly provided by higher education institutions (HEIs)
at undergraduate (e.g. Bachelor of Education, BEd) or postgraduate (e.g. Postgraduate Certiﬁcate in
Education, PGCE) level. Some postgraduates choose school-centred initial teacher training (SCITT) courses,3
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4which provide a greater degree of practice-based learning, while allowing them to retain their student status.
An alternative route is through employment-based initial teacher training (EBITT) whereby trainees are
employed by schools and train through the Graduate Teacher Programme (GTP) or the Registered Teacher
Programme (RTP). Teacher training is funded by the Teaching Agency (part of the DfE and formerly the
Training and Development Agency, TDA), but additional health content may be funded from other agencies.
Until September 2012, to qualify as a teacher all trainees had to meet QTS standards.18 The standards
speciﬁed 33 competencies that teachers need to attain, categorised as professional attributes, professional
knowledge and understanding, and professional skills. Standard 21 related speciﬁcally to health and
well-being, stating that teachers need to know about frameworks and policies around safeguarding and
children and young people's health and wellbeing, and how to identify and support pupils' experiencing
educational or personal difﬁculties, including when to refer to other professionals.
New teachers' standards were launched in September 2012, replacing the QTS.19 Teacher training providers
will need to ensure that their programmes are designed and delivered in such a way as to allow all trainees
to meet these standards. Newly qualiﬁed teachers (NQTs) will also be assessed against the standards at
the end of their induction period of employment. Unlike the QTS standards, the new standards do not make
explicit reference to health, aside from mentioning the need to create a safe environment and to contribute
to the wider life and ethos of the school. Health will be regarded as implicit throughout the standards,
as exempliﬁed in phrases such as ‘communicate effectively with parents with regard to pupils' achievements
and wellbeing’ (p. 9) and ‘having regard for the need to safeguard pupils' wellbeing’ (p. 10).
A new framework for school inspection came into force in 2012.20 Again, there is less explicit mention
of health but the Ofﬁce for Standards in Education, Children's Services and Skills (OFSTED) will be
considering fundamental aspects such as the behaviour and safety of pupils at the school, including pupils'
ability to assess and manage risk appropriately and to keep themselves safe; and the spiritual, moral,
social and cultural development of pupils at the school.
The structure of ITT in England is likely to change in the future. In the Importance of Teaching14 the
government states that it will reform ITT, to increase the proportion of time that trainees spend in the
classroom, focusing on core teaching skills. It will also develop a national network of ‘teaching schools’,
based on the model of teaching hospitals, to lead the training and professional development of teachers and
head teachers, and increase the number of National and Local Leaders of Education – head teachers of
excellent schools who commit to working to support other schools.
It is therefore a changing and challenging time for teacher training in England, and on the surface there
appears to be a less explicit role for health and well-being within the framework for training and assessment.
This raises questions about the extent to which teacher training providers will feel able to include issues
relating to health within their curricula. However, it is also clear that, although less explicit, health and
well-being delivered through PSHE education and the wider school ethos is understood to be fundamental to
excellent education and improving pupil achievement. The move towards greater self-determination in
schools will place more emphasis on teachers and other school staff having the appropriate knowledge and
skills, and therefore understanding more about how teachers are currently being trained and how ITT
providers are facing up to the future challenges is important. These recent changes to education and health
policy are also likely to affect access to training and support around health for qualiﬁed teachers in terms
of their professional development.Continuing professional development
Qualiﬁed teachers develop their knowledge and skills as part of CPD. Within the context of health, CPD may
address the provision of PSHE education or more speciﬁcally train teachers to deliver a speciﬁc
health-promotion intervention (e.g. around a drugs and alcohol initiative, or a sexual health campaign).
Training may also encapsulate broader school-wide health-promotion interventions (‘whole-school
approaches’) involving others involved in schools with a responsibility for health (e.g. learning assistants,
support staff, governors). A variety of people may train teachers around health issues, including HealthyNIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Schools co-ordinators, health professionals (e.g. health-promotion practitioners, health advisers), youth
workers, psychologists and educational professionals. Training can be provided in-service (i.e. organised by
the school) or externally organised by the organisations responsible for developing speciﬁc interventions
or teaching methods.The evidence base for teacher training and healthEarly attempts to assess the effectiveness of school health interventions cited a number of effective
approaches, but also indicated factors that were not effective and should be discouraged. Amongst other
factors, failed programmes were shown to have had little or no investment in teacher training and provision
of support resources.21 These largely related to school-based, mostly intervention-speciﬁc training
programmes; even less has been written about the initial training of teachers. WHO issued a call for action
for schools globally to help them respond more effectively to health, education and development
opportunities. Amongst many evidence-based actions, it called for investment in capacity to support
professional development programmes to build the capabilities of teachers and health professionals to plan,
implement and evaluate school health initiatives.22
To explore these issues further, ITT and CPD will be considered separately.Initial teacher training
Since the mid-1980s, research in England and Wales has indicated that teacher education and training in
health-related areas is poor and has mostly relied on in-service training, which teachers may or may not
receive.23 Progress on including knowledge and skills regarding health and well-being in the initial training
and education of teachers entering the profession has been slow, both in England and elsewhere.24 There are
unanswered questions about the provision and quality of health promotion within ITT courses across
England. Our previous survey research has shown that coverage of health and well-being in teacher training
curricula is limited and variable in the South East of England region.25 Using a questionnaire we surveyed
35 organisations offering ITT in 2007 (10 HEIs, 25 employment-based schemes). Fifteen (43%) organisations
responded, representing 50% of the total number of trainees in the region (83% from HEIs and 17%
from employment-based schemes). The results demonstrated the enormous variability of teacher training
provision across the region and the lack of any consistent approach to educating student teachers about their
potential roles in promoting children's health. Most organisations were found to be incorporating ECM
supported by the NHSP and other external specialists, but to varying extents. Provision of information about
the NHSP was also extremely variable, from nothing at all to inclusion in PSHE education or emotional health
and well-being. Employment-based training organisations (i.e. EBITT providers) were more likely to have
connections with the NHSP. Reasons for lack of inclusion of health issues included insufﬁcient time in a busy
curriculum and the extent to which placement schools were actively involved in the NHSP.
The extreme variability found in our survey in the amount of time allocated to health topics demonstrates a
lack of consistency in interpretation of the requirements of training, leading to very little provision in many
institutions compared with careful attention and innovative good practice in a few others. The survey was
limited by the relatively low response rates, its timing (just before a holiday period), the length of the
questionnaire (on reﬂection relatively lengthy) and its conﬁnement to the South East of England. There
remains, therefore, a need to assess the adequacy of provision of health initiatives within ITT curricula across
England, with a sampling strategy that ensures representation from different types of providers (HEI based,
employment based) and types of course (early years, primary, secondary). Such a survey will illuminate
variations in practice, identify barriers and facilitators and generate recommendations for effective training
and models of effective practice suitable for further evaluation.
More recently there has been further interest in researching ITT, for example considering student teachers'
ways of experiencing health education as a school subject26 and guidance for teacher training for health
education in France.275
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6Continuing professional development and school-based
health-promotion training
Personal, social, health and economic education
The 2009 Macdonald review13 suggested that there is wide variability in PSHE education conducted in
both primary and secondary schools across England, in terms of content, delivery models and approaches.
The DfE commissioned a mapping study of PSHE education in England to determine the prevalent models of
delivery and their effectiveness for children and young people. The study, by Formby and colleagues,28
was based on a nationally representative survey of schools in England (with response rates of 22% and 34%
for primary and secondary schools respectively) as well as a follow-up case study of 14 schools and
sought to address a number of research questions. Three of the questions are particularly pertinent to this
report: (1) what are the current skills and qualiﬁcation levels of PSHE educators? (2) how do staff perceive
the professional development that is currently available? and (3) what sources of support are teachers
currently using? The survey found that the most effective PSHE education was delivered by well-qualiﬁed
staff. However, investigation of the skills and qualiﬁcations of the PSHE workforce revealed that the vast
majority of teaching staff had no PSHE education qualiﬁcations, accreditation or CPD training. Only 28% of
primary schools had at least one member of staff (including nurses) with the national CPD qualiﬁcation,
largely because it was not easy for primary teachers to be released or funded for PSHE education CPD. The
proportion was higher in secondary schools, with 45% of those surveyed reporting that one or more
members of staff had the national CPD qualiﬁcation. Taken as an average across the samples, these ﬁgures
equate to only 3% and 5% of PSHE education staff in primary and secondary schools, respectively, holding
the national qualiﬁcation.
Although many staff reported good knowledge of available training opportunities, access to training and
funding difﬁculties were rated as perceived barriers to PSHE training, particularly for secondary schools, with
over half of schools reporting difﬁculties in releasing staff and funding them for PSHE education training.
Non-accredited CPD PSHE education provided by local authorities was highly valued by primary school staff,
particularly in areas where teachers were often lacking in conﬁdence and skills [e.g. sex and relationships
education (SRE) and drugs, alcohol and tobacco education]. However, for secondary school teachers,
PSHE education was viewed as a low overall priority compared with training for core subjects, even in
those schools in which PSHE education had a positive status.School-based health-promotion training
There is a sizable international evidence base on the effectiveness of school-based health-promotion
interventions worldwide. Stewart-Brown29 conducted a synthesis of systematic reviews of school-based
health-promotion interventions and health-promoting schools [an update of the previous National Institute
for Health Research (NIHR) Health Technology Assessment (HTA) programme-funded systematic review
published in 199930]. Fifteen systematic reviews were included, between them comprising approximately
750 primary evaluations of school-based interventions on a variety of health issues (e.g. mental health, healthy
eating, physical activity), although not all of these interventions would have been delivered by teachers.
Little has been published, at least in terms of evidence synthesis, on the effectiveness of training teachers
to deliver such initiatives (either ITT or CPD), and of the barriers to and facilitators of effective teacher
training and their subsequent provision of health promotion. There do not appear to be any published
systematic reviews of the evidence for the effectiveness of programmes to train teachers to promote health in
schools. However, some relevant primary evaluations have been published in this area evaluating teacher
training to deliver speciﬁc health-promotion interventions. For example, outcome evaluations compared
the effectiveness of different types of teacher training (e.g. video instruction compared with workshop
training) on a range of teacher outcomes (e.g. implementation, morale, motivation, self-efﬁcacy).31,32
In terms of theory, the interventions have been based on a range of well-known theories of education, health
and health-related behaviour change such as social learning theory, social cognitive theory, the theory of
reasoned action/planned behaviour, diffusion of innovations theory and the social–ecological model.33NIHR Journals Library www.journalslibrary.nihr.ac.uk
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The training that the teachers received was designed to equip them with the knowledge, motivation,
conﬁdence and skills to facilitate, in turn, desirable improvements in mediators of pupils' behaviour, such as
increasing their knowledge, their self-efﬁcacy and their behavioural skills. For example, Kealey and
colleagues,34 who evaluated the Hutchinson Smoking Prevention Project in the USA, conceptualised teacher
training as a behaviour change process with a strong emphasis on teacher motivation to facilitate the
intended behaviour (i.e. the teacher's effective implementation of the curriculum). Theories such as those
mentioned above form part of the conceptual framework for this project.
All studies provided evaluation data on the implementation of the intervention, with varying detail given
on the training received by teachers. One of the studies that provided detailed information on training
was a Scottish trial of a sexual health education initiative called SHARE (Sexual Health and Relationships –
Safe, Happy and Responsible).35 An extensive process evaluation was carried out, comprising observation,
questionnaires and interviews with teachers. The teachers reported that they valued and enjoyed the training
very much and felt more conﬁdent to teach sex education, but a number of barriers to effective delivery
of the curriculum emerged, including a lack of understanding by the teachers of the guiding theory
of behaviour change and a lack of conﬁdence to teach behaviour change skills (the key element of
the intervention).
These ﬁndings, although perhaps not necessarily representative of the wider literature, suggest that
additional training and support may be necessary to enable teachers to facilitate health-related behaviour
change, an outcome that is considered a key marker of effectiveness by many decision-makers.3 For example,
they may require professional input from health educators to deliver skills-building exercises in the classroom,
which may be essential for encouraging healthy behaviours. This will have resource and, therefore, cost
implications and it underlines the need for a systematic review of the evidence to identify common
overarching barriers to and facilitators of effective and efﬁcient teacher training across a range of health
topics. Recommendations would be made for health and education professionals, policy-makers and
researchers to ensure that teachers fulﬁl their potential in promoting health and well-being in schools,
ensuring that children adopt and maintain healthy lifestyles into adulthood.Research objectivesThe research questions that this research sought to answer were:
l In what ways does teacher training prepare teachers to promote health and well-being in schools?
l How effective are interventions to train and support teachers in health?
l What are the barriers to, and facilitators of, effective training and delivery?
To answer these questions the project has two research objectives:
1. to conduct a survey, using quantitative and qualitative methods, of a sample of ITT providers in
England to assess how health and well-being is covered in teacher training
2. to conduct a systematic review of the effectiveness of and barriers to facilitators of teacher training
around health and well-being.
This project adopts a broad concept of health and well-being, based on the deﬁnition of health used by
the WHO as ‘a state of complete physical, mental and social well-being and not merely the absence of
disease or inﬁrmity’.36 Similarly, a broad perspective on the promotion of health is taken, adopting the
deﬁnition of Green and Kreuter:37 ‘any combination of educational, organisational, economic and
environmental support for conditions of living and behaviour of individuals, groups or communities
conducive to health’ (p. 2).7
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This chapter provides an overview of the design of the project and the methods used. Further detail onthe methods used in each of the components of the project can be found in subsequent chapters of
this report.
The project comprised two main components: a questionnaire and interview survey of teacher training
providers and a two-stage systematic review (descriptive map of study characteristics, followed by an
in-depth synthesis of prioritised studies). Figure 1 illustrates the design of the project, showing the stages of
the research, including the dates that they were conducted. The two components of the project were
designed to complement each other in answering the three research questions. For example, to answer ‘In
what ways does teacher training prepare teachers to promote health and well-being in schools?’, the
questionnaires and interviews with course managers were able to describe current practice in English ITT
institutions. The systematic review was also designed to shed light on this through a descriptive mapping of
the characteristics of international research studies evaluating teacher training around health and well-being.
The in-depth synthesis of studies included in the systematic review was able to assess ‘How effective are
interventions to train and support teachers in health’ through examining the outcomes of the studies (e.g. for
teachers and pupils). The questionnaires and the interviews were also able to illuminate effectiveness
through course managers' perspectives on the success of their own training in preparing teachers to promote
health. Finally, the barriers to and facilitators of effective training and delivery could be assessed from the
questionnaires and interviews with the course managers by asking them to discuss the factors that they
consider have helped or limited their coverage of health within their training. Barriers and facilitators could
also be identiﬁed from the studies included in the in-depth synthesis of the systematic review, in terms of
process evaluation of training. Chapter 7 of this report discusses the ﬁndings of the survey and the
systematic review together in relation to each of the three research questions.
Although the two components of the research ran broadly in parallel (see Figure 1), a reciprocal relationship
between the two was intended. For example, the ﬁndings of the in-depth synthesis of the systematic
review were interpreted in terms of the emerging analytical themes from the analysis of the interviews with
course managers. The chapters of this report are therefore sequenced to reﬂect the evolution of the
project (i.e. the survey and interview ﬁndings followed by the systematic review results).
The protocol for the research was published on the NIHR Public Health Research programme website when
the project commenced, and was also registered on the PROSPERO database (international prospective
register of systematic reviews; www.crd.york.ac.uk/prospero) (see Appendix 1).9
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Survey implemented: June–July
2011
Data analysed: August–October
2011 
See Questionnaire survey of
teacher training providers
Chapter 3
Systematic review
stage 2: synthesis
Data extraction and critical appraisal
of studies: June–July 2012
Synthesis of outcomes and processes:
July–August 2012
See Systematic review stage 2:
sythesis of teacher
training studies
Chapter 6
Systematic review
stage 1: descriptive map
Literature search: April–May 2011
Inclusion screening: May 2011–
February 2012
Keywording of included studies:
March–May 2012
See Systematic review stage 1:
descriptive mapping of
teacher training studies
Chapter 5
Research questions 
In what ways does teacher training prepare teachers to promote health
and well-being in schools?
How effective are interventions to train and support teachers in health?
What are the barriers to, and facilitators of, effective training and delivery? 
Discussion of findings and conclusions
Implications for practice, and recommendations for research
Chapter 7
Dissemination: full report in NIHR Journals Library (Public Health Research);
academic and practitioner journal articles
FIGURE 1 Overview of the study design.
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training providers
Questionnaire development
The questionnaire was devised between April and May 2011 and was designed to cover a range of issues in
keeping with the aims of the study (e.g. how health and well-being is covered in ITT courses, in terms
of who provides training, topics, methods and assessment, and any barriers and facilitators). The
questionnaire was based on the one used in our previous survey of ITT providers in the South East of
England,25 although it underwent extensive adaptation with the addition of a number of questions (e.g.
asking respondents to describe how they think current policy changes in education will affect their courses).
A range of question types was used including closed-ended questions, questions with pre-coded
response categories, Likert scales and open-ended questions. The draft questionnaire underwent a number
of revisions with input from all team members and the project's advisory group, who suggested minor
changes. It was intended that the questionnaire would take around 10 minutes to complete and
would be administered online via the internet using specialist survey software (SelectSurvey.net,
version NETv4.068.002; Classapps, Kansas City, MO, USA).
Once internal revision was complete, the questionnaire was piloted in May 2011 with a sample of one HEI,
one EBITT provider and one SCITT provider, randomly selected (using a random number generator in a
spreadsheet) from each of the nine English regions (formerly known as the Government Ofﬁces for the
Regions) (see following section for more detail on sampling). The purpose of piloting was to assess the
effectiveness of the questionnaire itself in eliciting relevant information, as well as the process of recruiting,
sampling and questionnaire administration. In the ﬁrst wave of sampling the EBITT and SCITT providers were
sent the questionnaire by e-mail, and the head of the education department of each HEI was contacted
to introduce the study and to ask for the names and contact details of their course managers. In the
second wave the course managers whom the HEI heads of department had named in their institution were
sent the questionnaire by e-mail.
The response rate to the pilot was 37% (13/35 course managers surveyed). The data elicited from the
questionnaires were variable in terms of the level of detail of the responses to the open-ended questions and
the proportion of missing data. Following some minor revisions (e.g. removal of less relevant questions to
shorten the questionnaire, some reordering of questions) we considered the questionnaire to be of suitable
standard for full implementation. The ﬁnal version is in Appendix 2.Sampling
Sampling and recruitment of ITT providers began in May 2011 ready for a planned June survey launch.
Our sampling frame was the 208 ITT providers in England listed on the TDA (now the Teaching Agency)
website (as of May 2011). This included 74 HEIs, 57 SCITT providers and 77 EBITT providers. It was
considered that surveying all providers would not be feasible in terms of time and resources (except for
SCITT providers; see later in this section) and so a sampling approach was undertaken.
Initial teacher training courses vary in their duration from a 1-year PGCE to 3- or 4-year undergraduate
degrees (BA/BSc with QTS or BEd). There are also variations in the level of education that they specialise in
(e.g. primary, secondary, key stage 2/3) (Table 1).11
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TABLE 1 Classiﬁcation of ITT courses by type of provider
Type of provider and level
of education Undergraduate Postgraduate
HEI (e.g. university)
Early years BA/BSc, BEd, RTP PGCE
Primary BA/BSc, BEd, RTP PGCE, GTP, OTTP
Secondary BA/BSc, BEd, RTP PGCE, GTP, OTTP
Key stage 2/3 BA/BSc, BEd, RTP PGCE
Post-compulsory BA/BSc, BEd, RTP PGCE
SCITT
Primary – PGCE (with QTS)/QTS
Secondary – PGCE (with QTS)/QTS
EBITT
Primary RTP GTP, OTTP
Secondary RTP GTP, OTTP
OTTP, Overseas Teacher Training Programme.
QUESTIONNAIRE SURVEY OF TEACHER TRAINING PROVIDERS
12School-centred initial teacher training programmes are designed and delivered by groups of neighbouring
schools and colleges. SCITT courses lead to QTS, and some will also lead to a PGCE validated by a HEI. EBITT
courses are run by consortia of schools, colleges and local authorities (although note that some universities
also offer EBITT courses). On the GTP, graduates can attain QTS while training and working in a paid
teaching role. The GTP normally takes between 3 months and 1 school year, working full-time, to complete.
The RTP combines work-based teacher training and academic study, allowing non-graduates with some
experience of higher education to complete their degree and qualify as a teacher at the same time. This
course normally takes 2 years to complete. The Overseas Teacher Training Programme (OTTP) is for qualiﬁed
teachers from overseas who wish to attain qualiﬁed teaching status in England. Courses can last up to 1 year.
Key stage 2/3 courses cover children in the age range 8–11 years (key stage 2) and 11–14 years (key stage 3).
Early years generally covers the 3–7 years age group.
The ITT providers in England were classiﬁed according to the nine English regions. Table 2 shows that the
number of providers in each region varied from 14 (North East) to 36 (Eastern). We sampled ITT providers
within each of the regions to ensure that all areas of England were represented, given that there may be
geographical variations in teacher training practice in relation to health and well-being.
Our sampling strategy varied according to the type of provider in each region, as follows:
1. Random sample of 50% of each of the HEIs within each region. Our initial course mapping showed that
the number and range of courses on offer varied considerably by HEI. For example, in the South East
region of England, the University of Portsmouth offered (at that time) just two courses, both at
postgraduate level. In contrast, Canterbury Christchurch University offered 10 courses covering
undergraduate and postgraduate level. To obtain balance we took a random sample of 50% of HEIs
classiﬁed as offering a ‘low’ number of courses and 50% of those classiﬁed as offering a ‘high’ number of
courses (low and high to be determined by the average number of courses per provider in a region). We
identiﬁed the number of courses offered by a HEI through a systematic mapping of each institution's
website, with details logged in a spreadsheet database. A questionnaire was to be sent to each
QTS-bearing course offered by the sampled HEIs, resulting in sampling of approximately 50–60% of
available courses in each region.NIHR Journals Library www.journalslibrary.nihr.ac.uk
TABLE 2 Initial teacher training providers (n=208) by
English region and type of provider
Region
Type of
provider
No. of
providers
Eastern HEI 6
SCITT 15
EBITT 15
Total 36
East Midlands HEI 7
SCITT 4
EBITT 8
Total 19
London HEI 13
SCITT 7
EBITT 12
Total 32
North East HEI 4
SCITT 6
EBITT 4
Total 14
North West HEI 7
SCITT 1
EBITT 6
Total 14
South East HEI 10
SCITT 5
EBITT 14
Total 29
South West HEI 8
SCITT 13
EBITT 5
Total 26
West
Midlands
HEI 9
SCITT 5
EBITT 7
Total 21
Yorkshire and
the Humber
HEI 10
SCITT 1
EBITT 6
Total 17
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2
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142. A random sample of 50% of EBITT providers in each region. As EBITT providers generally offer fewer
courses we did not classify them as high or low. (Note: HEI-run EBITT courses, such as the GTP, were
sampled as above in 1.)
3. Survey of all SCITT providers. This was considered feasible as there are relatively fewer of them and they
offer only a limited range of courses (e.g. one to two courses per SCITT provider).Recruitment
Recruitment followed a similar approach to that described in the previous section for the pilot questionnaire.
For HEIs we ﬁrst e-mailed the head of the education department in each institution to introduce the project
and to ask them to complete a short structured online proforma providing us with the name and contact
details of the tutor of each of their ITT courses. This was primarily to ensure that we had accurate details of all
courses, as the institutions' websites did not always appear to be up to date. It was also a courtesy so that the
departmental head was aware that staff members were being surveyed, and it was anticipated that their
support might potentially increase the response rate. A reminder e-mail was sent 2 weeks after the initial
e-mail where a response had not been received. If a response was not received following the reminder we
obtained the details that we required from the institution's website, supplemented when necessary with a
telephone call to the department administrator to clarify which courses were offered and/or the contact
details of the course managers.
When a response had been received from the relevant departmental head we e-mailed the course managers
whose details had been provided, asking them to complete the online questionnaire. The e-mail brieﬂy
speciﬁed the purpose of the study and why they had been chosen, and provided a guarantee that their
responses would remain conﬁdential and anonymised in the dissemination of the project. Again, after
2 weeks, if no response had been received an e-mail reminder was sent. If no response was received
following the reminder they were logged as a non-responder in our database.
We contacted the course managers directly in each randomly sampled EBITT provider and in each SCITT
provider, again by e-mail, and asked them to complete an online questionnaire using the same process as
that for the HEI course managers. They were contacted at the same time as the heads of department in the
HEIs. In all cases consent to participate in the study was assumed by the response to the questionnaire.
To enhance response rates the course managers were offered a monetary incentive. All responders were
entered into a prize draw to win an Amazon gift voucher. The ﬁrst prize was a £50 voucher and the second a
£30 voucher.
Ethical approval for the survey and the subsequent interviews (see Chapter 4) was provided by the University
of Southampton Faculty of Medicine Ethics Committee (ethics approval number: SOMSEC080.10). Insurance
for the study was provided by the University of Southampton, who acted as research sponsor.Data analysis
Data were downloaded from the online questionnaire tool (SelectSurvey.net) directly into a spreadsheet. The
quantitative questionnaire data were analysed using standard descriptive statistics (e.g. counts and
percentages). The data were tabulated and for some questions transformed graphically in bar charts. The
qualitative data elicited from the open-ended questions were analysed using a basic content analysis
approach, with similar responses grouped together in summary categories.NIHR Journals Library www.journalslibrary.nihr.ac.uk
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training providersResponse rates
Table 3 shows the survey response rates stratiﬁed according to type of teacher training institution provider
sampled and English region. The overall response rate was 34%. As the table shows, the percentage
response rate varied by type of provider and by region. The regions with the highest percentage responses
were Yorkshire and the Humber (56%), followed jointly by the North East (42%) and the South West (42%).
No responses were received from any of the providers sampled in the West Midlands region. The highest
rate of response was from the SCITT providers, followed by the HEI course managers and then the
EBITT providers.
The respondents were asked if they would be willing to be contacted to take part in the follow-up
interviews planned for this project (see Chapter 4). Of the 38 HEI respondents who answered this question,
19 (50%) agreed to be contacted; of the 16 SCITT respondents who answered this question, seven
(44%) agreed to be contacted; and of the nine EBITT respondents who answered this question, four
(44%) agreed to be contacted. The total number of survey respondents who agreed to be contacted
was therefore 30.Details of the respondents
Amongst the HEI respondents, when asked to describe their role, all reported that they managed, led or
directed one or more teacher training courses. In some cases this was in addition to other duties such as
senior management, assuring the quality of teaching across their institution, developing appropriate CPD
and training for staff and conducting research. In some cases more than one person from each HEI sampled
responded to the questionnaire. This was a result of the sampling strategy in which providers were
sampled at random and all of their course managers were sent questionnaires. Of the SCITT and EBITT
respondents, all described themselves as having responsibility for one or more teacher training courses.
In addition, some of them also had responsibility for overall management of the organisation itself.
Respondents were asked to tick the ITT course(s) that they managed. Of the 43 HEI course managers who
responded, 22 (51%) reported managing one course, 14 (33%) managed two courses, six (14%) managed
three courses and one (2%) managed four courses. Between them they managed a total of 72 courses.ABLE 3 Survey response rates
Region
HEI (ﬁrst
contact),
n/N (%)
HEI (course
managers),
n/N (%)
SCITT,
n/N (%)
EBITT,
n/N (%)
Total (not
including ﬁrst
contact), n/N (%)
Eastern 1/3 (33) 3/12 (25) 6/14 (43) 3/8 (38) 12/34 (35)
East Midlands 0/3 (0) 4/12 (33) 0/3 (0) 0/4 (0) 4/19 (21)
London 2/6 (33) 6/13 (46) 3/6 (50) 0/3 (0) 9/22 (41)
North East 0/3 (0) 2/12 (17) 4/5 (80) 2/2 (100) 8/19 (42)
North West 0/0 (0) 1/10 (10) 1/1 (100) 2/3 (66) 4/14 (29)
South East 1/6 (17) 13/33 (39) 0/3 (0) 1/5 (20) 14/41 (34)
South West 2/4 (50) 7/17 (41) 6/12 (50) 1/4 (25) 14/33 (42)
West Midlands 1/5 (20) 0/14 (0) 0/4 (0) 0/4 (0) 0/22 (0)
Yorkshire and the Humber 1/5 (20) 7/12 (58) 1/1 (100) 1/3 (33) 9/16 (56)
Total 8/35 (23) 43/135 (32) 21/49 (43) 10/36 (28) 74/220 (34)T15
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16Figure 2 displays the number of HEI respondents who managed each type of course.
The most commonly managed course was the PGCE (secondary closely followed by primary).
At undergraduate level the most commonly managed course was the BA or BSc. Courses classiﬁed as ‘other’
included a Training Grant Only Programme and Assessment-Only Route to QTS.
Of the 21 SCITT respondents, 17 (81%) reported managing just one course, three (14%) managed two
courses and one (5%) managed three courses. Between them they managed a total of 26 courses. Figure 3
shows the numbers of respondents who managed each type of course. The most common course was the
primary course, followed jointly by the early years and secondary courses. One respondent mentioned
managing a GTP course under ‘other’. In many cases the respondents mentioned that they managed courses
that had PGCE status.
Of the 10 EBITT respondents, two (20%) reported managing one course, ﬁve (50%) managed two courses,
one (10%) managed four courses and two (20%) managed eight courses. Between them they managed
32 courses. Respondents most commonly managed GTP courses, of which the secondary level was most
common, followed by the primary level (Figure 4). They less commonly managed OTTP courses, and only one
respondent reported managing a RTP course.
Respondents were asked to specify the numbers of students enrolled on their courses during the 2010–11
year. Table 4 provides the total numbers of students with means and ranges enrolled on courses by
respondents in HEIs. In general, more students were enrolled on primary and secondary courses than on early
years or key stage 2/3 courses. At postgraduate level, more students were enrolled on primary than on
secondary PGCE courses. At undergraduate level, more students were enrolled on BA than on BEd courses,0
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DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2with BSc enrolees in a minority. In terms of employment-based training run by HEIs, students were reported
as being enrolled on GTP courses only.
There was considerable variation in the numbers of students enrolled on certain courses. For example,
amongst primary BA courses, the lowest number of enrolled students reported was 30, with the highest
at 800. For primary and secondary PGCE courses, the lowest number was <20 and the highest number
was >200.
Table 5 provides the total numbers of students with means and ranges enrolled on courses by respondents
in EBITT providers. More students were enrolled on primary and secondary courses than on early years
courses and there were none enrolled on key stage 2/3 courses, even though two of the respondents
had reported that they had responsibility for courses at this level (see Figure 4). The GTP was the most
commonly enrolled EBITT course, followed by the OTTP, although the number of enrolees on the latter was
very low. The total number of GTP enrolees was lower at the primary level in the EBITT courses than it was
for HEI primary-level GTP courses (see Table 4); however, at the secondary level the opposite was true.
Table 6 provides the total numbers of students with means and ranges enrolled on courses by respondents
in SCITTs. The SCITT course with the largest total number of students was the primary-level course,
followed by secondary and then early years courses.
Health and well-being topics covered
The respondents were asked to indicate which speciﬁc health and well-being topics were covered by their
courses. This question was answered by 40 out of the 43 HEI respondents, 19 of 21 SCITT respondents
and 9 out of 10 EBITT respondents. Table 7 reports the frequency with which topics were covered by
the three types of ITT provider and the overall (ranked) totals. Coverage of topics appeared to be
generally similar across the different providers. ECM and child protection were covered by all providers.
Comments made in response to open-ended questions illuminated the perceived importance of topics
such as ECM, with one respondent stating that it is a:© Que
Health
provid
to: NIH
SouthaStrong theme running through all professional . . . modules.
HEI 5There was also an indication of its changing status:ECM permeates the programme and was an important assignment (now shifting with ECM no longer
core government policy, but principles of ECM remain).
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TABLE 6 Total numbers of students with means and
ranges enrolled on SCITTs respondents' courses in 2010–11
by type of course
Course Mean Min. Max. Total
Early years 22 9 35 153
Primary 34 15 78 372
Secondary 34 22 61 236
Key stage 2/3 – – – –
Other 10 10 10 10
max., maximum; min., minimum.
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20Other commonly covered topics (covered by at least 90% of providers) were SEAL/emotional health,
antibullying and working with parents (e.g. seeking parental views on school health policies and initiatives).
Some lifestyle-related topics such as healthy eating, SRE, drugs, alcohol and smoking received comparatively
less attention. Topics were generally more often reported to have been covered during the college-based
component of the course than during the school teaching placement, except for EBITT courses where
topics were generally more often covered in the schools that the trainees were working in (data not shown).
As discussed later in this report, course managers did not always have full knowledge of how health and
well-being was covered in placement schools and so the frequency of topics covered in placement
schools may be under-reported.
The topics that the respondents speciﬁed as ‘other’ were children's and young people's rights; mental and
psychological health issues; care for children from vulnerable families; young carers; loss and bereavement;
children and cancer; unmet attachment needs and therapeutic approaches; active global citizenship;
equality, diversity and discrimination; restorative practice; and trainee health.Ways in which health and well-being is covered in teacher training
The respondents were asked to ‘Please describe, as fully as possible, examples of how some of the health and
well-being/PSHEE (personal, social, health and economic education) topics (as listed in questions 7/8)
have been covered in your course’. (Note: the topics listed in questions 7/8 are those discussed in the
previous section). In total, 34 of 43 HEI respondents (79%), 16 of 21 SCITT respondents (76%) and 7 of
10 EBITT respondents (70%) answered this question. The responses varied in terms of comprehensiveness,
with some people summarising their activities in a few words and others providing more comprehensive
accounts. In general, the level of detail provided was considered sufﬁcient for meaningful data analysis.
Following examination of the data the responses were categorised into the following general themes:
methods employed, people involved and context. Subthemes (and the frequency with which they were
mentioned) were generated for each. The themes are now discussed in turn.
Table 8 provides a classiﬁcation of the different methods that teacher training providers have used to teach
health and well-being. In HEIs, health and well-being was covered generally through a wide range of
methods such as lectures, seminars and tutor-led workshops. Some universities commit whole days within
their courses to health issues or PSHE education. For example, in one university the students have a joint
day-long conference with social work students exploring health (including mental health) and child
protection. In several HEIs some health and well-being topics, such as SRE and drugs, are addressed in a
lecture to the whole cohort. Topics may then be discussed in cross-curricular group workshops or in
subject-speciﬁc areas. Some placement schools, which are linked to university courses, have their own
professional studies programme, including school-based lectures and seminars.NIHR Journals Library www.journalslibrary.nihr.ac.uk
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TABLE 8 Methods used in teaching health and well-being
Methods
Number (%) of respondents mentioning
HEIs (n=34) SCITTs (n=16) EBITTs (n=7)
PSHE education and health and well-being are taught in modules/
designated sessions
7 (21) 4 (25) 1 (14)
Use a combination of some or all of the following: lectures, seminars,
presentations, discussion, interactive workshops, e-learning
22 (65) 6 (38) 1 (14)
Tutor-led workshops 1 (3) – –
Whole cohort/multidisciplinary lectures 5 (15) – –
Presentations on PSHE education from trainees, micro-teaching 3 (9) 1 (6) 1 (14)
Teach PSHE education in school placement 1 (3) – 1 (14)
All students attached to tutor groups in school placement 1 (3) – –
Classroom observation/model lessons, directed tasks – 3 (19) –
Whole day on PSHE education/citizenship (includes, for example, SRE,
drugs and alcohol)
4 (12) 1 (6) 1 (14)
Whole day on communicating with parents including SEAL, bullying – 1 (6) –
Whole-day workshops organised by trainees 2 (6) – –
Whole-group training sessions for lecturers and students 1 (3) – –
Whole day on equality and diversity – – 1 (14)
Group work 1 (3) – –
One-to-one sessions – 1 (6) –
Professional studies sessions on PSHE education in university 4 (12) – –
Seminars in schools (partnership programme scheme) 1 (3) – –
School-based tasks/activities 8 (24) – –
School-based professional studies sessions – 3 (19) 2 (29)
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22Table 9 provides a classiﬁcation of the different types of people who were mentioned as participating
in teaching around health and well-being.
A variety of agents were mentioned, including people from local authorities, schools, charities and within ITT
organisations themselves. In some cases the trainee teachers were actively encouraged to carry out the
presentations on health topics themselves. For example, at one university the science and PE students
organise a health day and there is a focus on the trainees as role models for health:NIHRThe aim is to prioritise the corporate responsibility for modelling healthy lifestyles and draw attention to
key topics.
HEI 8‘Micro-teaching’ was another method used in training whereby the student is ﬁlmed teaching and later
evaluated. At one university (HEI 39) the students are encouraged to work in pairs to produce a lesson for
their assessed presentation at the end of the cross-curricular module, which is often on health/PSHE
education. On some courses there was an expectation that trainees will teach some PSHE education in their
school placements, or through attachment to a tutor group in school, for example:Journals Library www.journalslibrary.nihr.ac.uk
TABLE 9 People involved in teaching health and well-being
People
Number (%) of respondents mentioning
HEIs (n=34) SCITTs (n=16) EBITTs (n=7)
Use of consultants from the local authority to lead sessions,
e.g. ECM, child protection, PSHE education
– 3 (19) 1 (14)
Working in partnership with other ITT organisations – 2 (13) –
Sessions led by university staff 1 (3) – –
PSHE education, ECM, SEAL, child protection, teacher health
and well-being by leads/experts in own/local schools
3 (9) – 2 (29)
Other external organisation/charity 2 (6) – –
Guest speakers, not speciﬁed 9 (26) 1 (6) –
Pupil-led session, e.g. antibullying – 1 (6) –
Researcher in SRE-led training (based on research evidence and
good practice)
1 (3) – –
Peer training – – 1 (14)
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2© Que
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SouthaTeach the full curriculum at 90% contact for the ﬁnal ﬁve weeks of the course, including all PSHCE
[personal, social, health and citizenship education] in that part of the year.
SCITT 5Classroom observation and practice was also mentioned as an important aspect of training.
Employment-based initial teacher training providers tended to use a variety of methods in their training.
Several used experts in PSHE education from their own school or from other local schools. One
respondent commented:Our partnership has a core of outstanding and good schools which offer a full range of training to back
up central sessions.
EBITT 10One respondent mentioned that the training involved someone from a research background, taking an
evidence-based approach:A colleague who conducted research on SRE in schools leads session for trainees based on research
ﬁndings and good practice.
HEI 34Table 10 reports a classiﬁcation of issues relating to the context in which health and well-being is addressed,
speciﬁc to HEIs.
In some cases training around health issues was mentioned as being covered in science or PE courses.
For example:Primary science covers healthy eating and environment education.
HEI 7Sex and drugs are part of a science module in the ﬁnal year.
HEI 2823
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TABLE 10 Context within which health and well-being is
covered: HEIs (n=34)
Context
Number (%) of
respondents
mentioning
Global dimensions 1 (3)
Cross-curricular activities/workshops 3 (9)
Covered through science 6 (18)
Humanities, health and social care,
psychology, social work
2 (6)
Child development 1 (3)
Inclusion module 1 (3)
Professional modules/GPS/education
studies
6 (18)
Business 1 (3)
PE 4 (12)
PSHE education course 1 (3)
GPS, general professional studies.
QUESTIONNAIRE SURVEY OF TEACHER TRAINING PROVIDERS
24However, health was also covered in other areas of the curriculum such as the humanities. One
respondent commented:NIHRThere are also elements explored in the science sessions e.g. global dimensions’ cross curricula session on
science and DT [design technology] related to sustainability and environmental education. Some of these
concepts are also explored through the humanities.
HEI 25Some health topics were covered through broader professional themes in which students from all
subject areas are involved. However, the integration of health into broader areas of the ITT curriculum
mentioned by some respondents was not universal. One respondent cited evidence to suggest barriers to
the infusion of health throughout their programme:Having completed our own small scale research project on this topic this year, we have identiﬁed that
beyond PE, geography and science our other training subject areas do not see how this aspect of
education is their responsibility. They had little interest in engagement and did not see it as part of
the learning package within their area.
HEI 11Some of the HEI respondents discussed at what stage in their courses health and well-being is addressed.
Health topics were covered at various stages of courses, from the ﬁrst year and beyond. For example,
in a BEd course:In Year 1 an Introduction to PSHE and Citizenship which explores the coverage and what it incorporates
and some of the debates around this area of education. We also look at circle time as one way of
building relationships with young children. We explore well-being of themselves and children and
consider the self-esteem cycles. In Year 2 we have covered a range of things and is usually covered by an
outside provider e.g. RSPCA [Royal Society for the Prevention of Cruelty to Animals], SRE, DARE [Drug
Abuse Resistance Education].
HEI 25Journals Library www.journalslibrary.nihr.ac.uk
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The respondents were asked whether any of the health and well-being aspects of the course were assessed
(in general and/or in relation to QTS). In total, 39 out of 43 HEI respondents (91%), 17 out of 21 SCITT
respondents (81%) and 9 out of 10 EBITT respondents (90%) answered this question. The majority indicated
that assessment was undertaken [overall 44/65 (68%), HEIs 25/39 (64%), SCITT 12/17 (71%) and EBITT 7/9
(78%)]. Those that indicated that assessment took place were then asked to specify which methods were
used. Table 11 shows the frequency of use of different methods, overall and for the three types of teacher
training providers.
The majority of teacher training providers speciﬁed using more than one method of assessment, with the
modal class being use of two methods (range 1–5, data not shown). Teaching observation and submission of
a portfolio of activities relating to health and well-being were commonly used methods of assessment,
particularly so for SCITTs. Less common were methods such as presentations or assignments. Examinations
were used by a minority of providers, and no respondents mentioned using questionnaires. In terms of
methods listed as ‘other’, the most commonly reported method was the compilation of evidence to support
attainment of QTS standards (n=7, all HEIs). Evidence against the standards could be derived from school
placement lesson plans or observational feedback and in some cases students were given the opportunity to
select a health and well-being topic for an assignment, essay or their dissertation. Other methods of
assessment included ‘professional dialogue’, ‘focused teaching evaluations and reﬂection’, ‘one-to-one
assessments’, ‘tasks during placements assessed as part of their planning ﬁles’, ‘online bullying training
assessed and certiﬁcated’ and ‘implicit through assessment of other aspects of the course’.External support for teaching health and well-being
The respondents were asked whether they used any external organisations to provide information, resources
or teaching to support the delivery of the health and well-being aspects of their courses. In total, 39 out of
43 HEI respondents (91%), 16 out of 21 SCITT respondents (76%) and 9 out of the 10 EBITT respondents
(90%) answered this question. For all three types of provider the majority reported use of external
organisations [31/39 (79%) HEIs, 10/16 (63%) SCITTs, 6/9 (67%) EBITTs]. Those that indicated that external
organisations had been used were then asked to specify which types of organisation were used. Table 12
shows the frequency of use of different external organisations, overall and for the three types of
teacher training providers.
The majority of respondents speciﬁed working with more than one external organisation. For HEIs the
median number of external organisations was two (range 1–4, data not shown), for SCITTs the median was
three organisations (range 1–4, data not shown) and for EBITTs the median was 2.5 (range 1–5, data
not shown).TABLE 11 Types of health and well-being assessment methods used
Assessment method Total (n=44), n (%) HEIs (n=25), n (%) SCITTs (n=12), n (%) EBITTs (n=7), n (%)
Examination 3 (7) 2 (8) 1 (8) 0
Portfolio 21 (48) 8 (32) 9 (75) 4 (57)
Assignment 17 (39) 10 (40) 4 (33) 3 (43)
Questionnaire 0 0 0 0
Teaching observation 22 (50) 11 (44) 9 (75) 2 (29)
Presentation 15 (34) 8 (32) 5 (42) 2 (29)
Other 13 (30) 10 (40) 2 (17) 1 (14)
Note: more than one type of assessment method could be used.
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TABLE 12 Types of external organisations used by teacher training providers for health and well-being
External organisation Total (n=47), n (%) HEIs (n=31), n (%) SCITTs (n=10), n (%) EBITTs (n=6), n (%)
Health professional 10 (21) 4 (13) 6 (60) 0
Youth service 5 (11) 4 (13) 0 1 (17)
Local authority 35 (74) 23 (74) 8 (80) 4 (67)
Voluntary/charitable
group
17 (36) 13 (42) 1 (10) 3 (50)
Local university/college 2 (4) 3 (1) 0 1 (17)
Sports organisation 10 (21) 19 (61) 3 (30) 1 (17)
Local school 29 (62) 18 (58) 7 (70) 4 (67)
Other 11 (23) 6 (19) 4 (40) 1 (17)
Note: more than one type of external organisation could be used.
QUESTIONNAIRE SURVEY OF TEACHER TRAINING PROVIDERS
26Local authorities were the most common external organisation that ITT providers worked with to support the
health and well-being aspects of their course(s). The delivery of lectures, taught sessions, seminars and
workshops by experts were mentioned. These included Healthy Schools co-ordinators, special needs advisors,
14–19 advisors, child protection ofﬁcers and police liaison ofﬁcers.
Local schools were also a commonly used external source of support for health and well-being, mentioned by
around two-thirds of SCITTs and EBITTs and just over half of the HEIs. The school staff involved included
PSHE education experts, PE teachers, senior or head teachers, a teacher specialising in cancer care and
teachers with a responsibility for child protection.
Voluntary/charitable groups were used by just over one-third of ITT providers. Speciﬁc groups mentioned
covered a wide range of health-related issues and included the Teenage Cancer Care Trust, Barnardos, the
Red Cross, Rethink Mental Illness (mental health), Nelson's Journey (bereavement), Young Carers, Daisy
Chain (autism) and the ABLE project (environmental education). The proportion of ITT providers who worked
with health professionals was low overall, and more common for SCITTs. Speciﬁc types of health professional
mentioned included a clinical psychologist, a speech and language therapist and a cognitive behaviour
therapist. The SCITTs who responded did not have any input around health and well-being from a local
university or college or youth organisation. The EBITTs made little use of local universities or colleges, sports
organisations or youth services (only one used each one).
‘Others’ who support the health aspect of the curriculum in HEIs were the National Society for the Prevention
of Cruelty to Children (NSPCC), trade union representatives, police ofﬁcers responsible for child protection
and Association of Teachers and Lecturers (ATL) (education union) consultants. ‘Others’ who were
mentioned by SCITTs included child protection specialists (e.g. from the local authority) and ‘the ﬁve voices
for effective teaching’, a voice development programme for trainees. The only ‘other’ mentioned by an EBITT
was a community police ofﬁcer.Time spent on health and well-being in the curriculum
The respondents were asked to ‘Please estimate the approximate percentage of time spent, as a whole,
covering health and well-being in your course’. In total, 37 of 43 HEI respondents (86%), 16 out of 21 SCITT
respondents (76%) and 9 out of 10 EBITT respondents (90%) answered this question. Table 13 presents the
percentage of time spent on health by type of provider.NIHR Journals Library www.journalslibrary.nihr.ac.uk
TABLE 13 Estimated time spent on health and well-being
Time spent on health and
well-being (%)
Total (n=62),
n (%)
HEIs (n=37),
n (%)
SCITTs (n=16),
n (%)
EBITTs (n=9),
n (%)
<5 14 (23) 7 (19) 3 (19) 4 (44)
5–9 26 (42) 17 (46) 6 (38) 3 (33)
10–14 16 (26) 9 (24) 5 (31) 2 (22)
15–19 4 (6) 3 (8) 1 (6) 0
20–24 2 (3) 1 (3) 1 (6) 0
25–49 0 0 0 0
≥50 0 0 0 0
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2The highest percentage of respondents indicated spending 5–9% of time on health and well-being, followed
by 10–14% of time. A higher percentage of EBITTs reported spending <5% of time on health and
well-being, and several respondents from EBITTs felt that the health and well-being aspect was mostly the
responsibility of the placement schools. The ﬁgures presented must be interpreted with some caution as
some respondents commented that it was difﬁcult to calculate as aspects of health are embedded
throughout the course.Importance of health and well-being in teacher training
The respondents were asked, ‘How important in your view is it to emphasise the health and well-being of pupils
and staff/PSHE in the initial teacher training curriculum?’ In total, 37 out of 43 HEI respondents (86%), 16 of
21 SCITT respondents (76%) and 8 out of 10 EBITT respondents (80%) answered this question. Table 14
illustrates the degree to which respondents considered health and well-being important, by type of provider.
For each type of provider, the majority considered health and well-being to be important or very important
(although a relatively smaller majority of EBITTs), with only a minority considering it to be of some importance.
No respondents indicated that it was not important, although, as acknowledged in Chapter 7 of this
report, people who regard health as less important may have chosen not to complete the questionnaire.
Several respondents commented that the health and well-being aspects of the course are important.
For example:TAB
Imp
Ver
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Not
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SouthaHealth and well-being goes across all curriculum subjects. It is something we as tutors are
passionate about.
HEI 19We do a great deal on the pedagogy of these subject areas, how to deal with controversial issues, how
to conduct circle time etc.
HEI 14LE 14 Degree of importance given to health and well-being in respondents' courses
ortance Total (n=61), n (%) HEIs (n=37), n (%) SCITTs (n=16), n (%) EBITTs (n=8), n (%)
y important 23 (38) 15 (41) 7 (44) 1 (13)
ortant 31 (51) 18 (49) 8 (50) 5 (63)
some importance 7 (11) 4 (11) 1 (6) 2 (25)
important 0 0 0 0
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28However, one respondent was open about the fact that she did not focus enough on health and well-being,
but completion of our questionnaire had prompted her to re-evaluate her provision:TAB
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NIHRIn reviewing the list of dimensions provided in this survey I feel that there are areas we have
neglected to date and will endeavour to supplement our existing provision accordingly.
HEI 39It was noted by some respondents that, despite the recognised importance of health, lack of funding and
time pressures limited the extent to which it could be covered:With additional resources (i.e. more time and money) we would focus more on this aspect of the course.
SCITT 8Future changes to teacher training courses
The respondents were asked, ‘In what ways do you anticipate that the content, delivery or structure of your
course is likely to change in the near future? (e.g. in response to changes in educational policy or funding?)’.
In total, 30 out of 43 HEI respondents (70%), 13 out of 21 SCITT respondents (62%) and 6 out of 10 EBITT
respondents (60%) answered this question. The responses given were examined and a number of key
themes to emerge were noted. Subthemes were identiﬁed and the frequency with which they were
mentioned was noted. Table 15 presents these themes, each of which is discussed in further detail below.LE 15 Classiﬁcation of anticipated future changes to teacher training courses
me
HEIs (n=30),
n (%)
SCITTs (n=13),
n (%)
EBITTs (n=6),
n (%)
y will make changes in response to new policies, initiatives and the
QTS standards
8 (27) – –
ealth is not so high proﬁle/not statutory it may be harder to justify
nclusion and it may be covered less
5 (17) 1 (8) –
y will maintain or increase focus on health and well-being despite
er changes, as they see it as important
7 (23) 1 (8) 1 (17)
y expect a greater focus on health and well-being as a result of
government priorities
1 (3) – –
nges to the content and delivery of health and well-being/PSHE
cation in the course (e.g. timing, topics, people delivering
lth subjects)
3 (10) 4 (31) –
changes to courses in which health and well-being is an essential
t of the curriculum – challenge will be other subject routes
2 (7) – –
eral changes to the course(s) (e.g. reduced course length) 3 (10) – 2 (33)
y address issues as necessary/in response to evaluation or feedback – 2 (15) 2 (33)
sure/not currently known 3 (10) 3 (23) 1 (17)
y are concerned about the impact of fewer resources on
ir courses
1 (3) – 1 (17)
signiﬁcant changes anticipated 2 (7) 3 (23) –
er expected changes as a result of government changes
. curriculum will become more prescribed or there will be more
l ﬂexibility)
2 (7) – –
ermining content of a PGCE is a balancing act for institutions as
tent space is limited – non-statutory subjects cannot be given the
e attention as those that are core
3 (10) – –
Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2The respondents made a range of comments about the ways in which they anticipated that their courses
were likely to change in the near future. Five course managers felt that there would be no signiﬁcant
changes to their courses, whereas seven were currently unsure or awaiting the outcomes of the National
Curriculum review, information about funding or the new QTS standards. Eight course managers reported
that adaptations would be made to their courses in response to these government changes, with
six speculating that this might lead to a reduced focus on health and well-being if health was not so high
proﬁle in government policy or the QTS standards:© Que
Health
provid
to: NIH
SouthaUnfortunately with the central Government’s focus on subject knowledge, we will probably have to
spend less time on the health and well-being aspects of the course.
SCITT 8Conversely, one provider felt that the government's emphasis on special educational needs (SEN), PE and
classroom behaviour might raise the proﬁle of health and well-being. Nine of the respondents stated that
they would be maintaining or even increasing the health and well-being content of their courses, despite
wider educational policy changes. This was often because they felt that it was important:We will continue to pay attention to this area and give it the importance it deserves.
HEI 33The respondents also stated other changes that they would be making to their courses, including to the
content and methods of delivering PSHE education and health and well-being, and other more
general changes:[We will be] incorporating the elements of health and well-being into the programme much earlier next
year in order to prioritise this element in the trainees view of their role as a professional.
HEI 11One course manager reported that her course would be using external agencies less in the future, with the
course staff providing more of the health and well-being sessions. Another said that they would continue
to build on delivery from practitioners as evaluation of the course showed that this had the most impact.
Finally, two respondents expressed concerns about the impact of currently operating on ‘lean’ (EBITT 10)
resources and anticipated fewer resources in the future:Despite trends in educational policy and/or funding there is a sense that both expectations and
demands to maintain existing high standards of practice will prevail. This will place undue stress on an
already overburdened teaching team, who continue to delivery exemplary programmes with
increasingly fewer resources.
HEI 39SummaryA questionnaire survey was conducted on a sample of course managers in ITT providers in England to assess
how health and well-being is currently addressed within teacher training.
l The overall response rate to the survey was 34% (74/220 course managers). In total, 43 out of 135 (32%)
of the HEI course managers responded, 21 out of 49 (43%) of the SCITT course managers responded
and 10 out of 36 (28%) of the EBITT course managers responded. All of the respondents reported that
they managed, led or directed one or more teacher training course. The most commonly managed course
in HEIs was PGCE secondary followed by primary, in SCITTs it was primary and in EBITTs it was GTP
secondary followed by primary.29
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30l Nearly all of the respondents reported that their courses covered ECM and child protection. The other
most commonly covered topics were SEAL/emotional health and well-being, antibullying, working
with parents, environmental education, healthy eating and physical activity.
l Health and well-being was covered through a wide range of methods including lectures, seminars and
tutor-led workshops. A few respondents reported that their institution held whole-day health events
or that trainee teachers delivered presentations and sessions themselves.
l Training around health issues was commonly mentioned as being covered in science or PE courses but
could also be addressed through broader professional themes with students from all subject areas
being involved.
l The majority of the respondents reported that the health and well-being aspects of their courses
were assessed, with teaching observation and submission of a portfolio being the most commonly
used methods.
l External organisations, especially local authorities and local schools, were used by the majority of
the respondents' institutions to support the delivery of health and well-being.
l The highest percentage of respondents indicated spending 5–9% of time on health and well-being,
followed by 10–14% of time. EBITTs tended to spend less time on health than other types of provider.
l Overall, just under 90% of respondents considered health and well-being in the ITT curriculum to
be important or very important. From comments made it was apparent that there was strong support for
covering health in training, although there was acknowledgement by some respondents that their
coverage of health could be improved.
l New government policies and the new QTS standards were anticipated by some respondents as likely
to result in changes to the health and well-being aspects of their courses in the future, with some
speculating that this might lead to a reduced focus on health and well-being. However, other
respondents indicated that they would maintain a focus on health and well-being despite wider
changes because they felt that it was important.
l When interpreting the results of this survey it should be acknowledged that those who chose to respond
may be considered to be generally more supportive of health and well-being in ITT than those who
did not.NIHR Journals Library www.journalslibrary.nihr.ac.uk
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training providersMethods for the interviews with teacher training providers
Development of the interview schedule
The interview schedule was developed between October and November 2011. The interviews were intended
to be semistructured in nature with a sequence of mostly open-ended questions with prompts and
probes as required. The type of questions used in a research study should be cognisant with the aims and
objectives of the study and should be logical, relevant and motivating.38 As stated earlier, the aim of the
interview phase of this project was to investigate in further detail approaches to addressing health and
well-being by teacher training providers who had completed the initial questionnaire. It is for this reason that
most of the questions used in this study were open-ended, to allow the interviewees to talk at length. The
research team decided that the questions would focus on similar issues covered by the questionnaire, but
that the questions would be designed to facilitate deeper discussion. In particular, questions would be
included to identify and explore barriers to and facilitators of covering health and well-being, as the
questionnaire survey did not contain speciﬁc questions relating to this. In addition, two questions were
included to explore speciﬁc ﬁndings from the questionnaire survey. One was to assess the extent to which
sex education, drugs, alcohol and tobacco were covered by courses and any reasons for lack of coverage
relative to other topics (the survey ﬁndings suggested that these had received less attention). The second was
to assess the extent to which teacher training providers involve health professionals in training teachers
about health and well-being, and whether there were any particular barriers to their involvement (the survey
ﬁndings suggested comparatively less involvement). Other additional questions covered the interviewees'
professional background (a warm-up question, designed to explore whether their previous practice or
research inﬂuenced their current work, speciﬁcally in relation to health) and also whether their courses
addressed the health and well-being of teachers as well as pupils.
Piloting of the interview schedule took place during December 2011. Three pilot interviews were conducted
with teacher training providers in the South East of England. Two of these were HEIs and one was a
SCITT. One was a 4-year primary undergraduate course, one a 1-year secondary PGCE course and
one a 1-year primary SCITT course. Sampling was partly purposive, to pilot the interview schedule on
different types of teacher training providers. Sampling was also undertaken for convenience by selecting
contacts of the research team in the local region for ease of access. The variation in terms of teacher training
provider and type of course sampled was considered to be sufﬁciently representative of the intended sample
for the main interview study. Furthermore, it was considered by the research team that three
pilot interviews were sufﬁcient to test the adequacy of the interview schedule, and as preparation for the
interviewers in conducting the interviews.
The pilot interviews lasted for around 45 minutes and were judged by the research team to have been
generally successful in terms of testing the comprehensibility of the questions and the suitability of the
sequence of questions, and ensuring that the type of information disclosed was sufﬁcient to meet the aims of
the project. There was variability in terms of the degree to which health and well-being was covered in the
courses of the providers sampled, from dedicated health awareness activities at the start of the course
reported by one provider, to relatively minimal focus on health reported by another, and we found that the
interview schedule was generally effective in yielding good responses from providers when there was both
high and low provision of health training.
The interview schedule underwent a series of generally minor revisions, including suggested revisions from
the advisory group, until it was ﬁnalised and implemented. Once in use, the interview schedule did not31
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32undergo any major changes. However, discussion between the interviewers during the course of the
interview period about experiences to date provided the interviewers with a greater awareness of how the
questions were being received, and of particular themes and issues that were emerging and in need of
probing further in subsequent interviews (see below).
The ﬁnal interview schedule is provided in Appendix 3.Sampling and recruitment of interviewees
It was originally estimated that around 20–25 interviews would be a sufﬁcient number for this project.
As reported in Chapter 3 (see Response rates), a total of 30 out of 63 survey respondents (48%) who
answered the question about whether they were willing to be contacted indicated that they would be.
Therefore, the number of questionnaire respondents willing to be approached was sufﬁcient to meet the
target number of interviews.
To facilitate selection, key details of each of the 30 consenting survey respondents were tabulated for
discussion among the research team (19 HEIs, seven SCITTs and four EBITTs). Details were tabulated for each
type of provider including educational course level (i.e. primary/secondary), graduate course status (i.e.
undergraduate/postgraduate), course type (e.g. BA, BEd, PGCE, GTP), number of students responsible for,
subject specialism (e.g. maths, English) and geographical location (e.g. English region). A qualitative
summary was also written based on the key ﬁndings of each respondent's questionnaire, including issues
such as the degree of importance given to health and well-being (ascertained by responses to Likert-type
scales plus qualitative comments describing their views on health in teacher training); the breadth of health
topics covered (e.g. many topics covered compared with a relatively small number of topics); innovative
examples of approaches to addressing health and well-being (e.g. speciﬁc activities such as seminars or
workshops, and particular educational techniques or conceptual frameworks); and indications of how health
and well-being might be covered as a result of future changes to educational policy and curriculum
reorganisation (e.g. retaining or increasing focus on health compared with possibly less emphasis on health).
Once these details were tabulated, the research team discussed the key characteristics of the sample and
selected a total of 22 respondents to contact to request an interview (with more to be selected if necessary).
We purposively selected interviewees to ensure that the sample reﬂected the different types and levels
of courses, subject specialisms, English regions and approaches to addressing health and well-being.
Selection was also weighted according to type of provider consenting to be contacted, the majority
being HEIs (and also because a large proportion of ITT provision in England is from HEIs).
We purposively selected course managers from courses using contrasting initiatives to obtain a range of
views. We also sampled from the smaller number who appeared to be covering health less overall, or
covering health through a narrower range of methods. We also sampled participants to ensure that there
was a range of perceptions about the importance of health and well-being, using their responses to the
question about its importance in our earlier questionnaire survey to do this (see Chapter 3, Importance of
health and well-being in teacher training).
Once selected, a standard e-mail was composed and sent to each respondent from the project's dedicated
e-mail account, with an attached participant information sheet providing brief details about the project and
the nature and purpose of the interviews. The e-mail thanked them for completing the questionnaire and
provided them with their original responses to the questionnaire as a reminder. In cases of non-response
a follow-up telephone call was made within 2 weeks of the e-mail request. Only one person did not
respond to any contact attempts. A second person declined the invitation to be interviewed, citing work
pressure and lack of time. A further two people initially agreed to be interviewed, but subsequently it
was not possible to arrange an interview because of their lack of availability.
During the course of the project the research team decided that, if necessary, interviewees could be recruited
from other sources, in addition to those who had previously completed the questionnaire. This was aNIHR Journals Library www.journalslibrary.nihr.ac.uk
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using approaches to addressing health and well-being that were complementary to those in our existing
sample. During the course of sampling and recruitment it was considered that the sample was adequate to
reﬂect a range of approaches and that recruitment of additional teacher training providers would not likely
be necessary. However, at the project's advisory group meeting in January 2012, it was noted that there had
been no questionnaire responses from the West Midlands region, and therefore this would be the only
region not represented in the interview sample. It was recommended that the project attempt to recruit an
interviewee from a teacher training institution in this region, for completeness. Our sampling frame from the
questionnaire survey showed that in the West Midlands region there were a total of 21 teacher training
providers (nine HEIs, ﬁve SCITTs, seven EBITTs). We selected one provider (a HEI) from this region, chosen
because it provided a range of courses (e.g. undergraduate/postgraduate, level of education) and the
ethos and principles of the institution were in contrast to others in our sample (as ascertained from
information provided on its website). We contacted three course managers from this institution and one
consented to be interviewed.
In summary, a total of 25 people were contacted, of whom 19 were subsequently interviewed in a total
of 18 separate interviews (Figure 5) (Note: one of the interviews was conducted jointly with two people
from the same institution, at their request).
Conducting the interviews
The interviews were conducted by three of the authors (SD, KP and JS) over a 3-month period between
January and March 2012. Before each interview the interviewer familiarised himself/herself with the
interviewee's questionnaire responses and completed a standard pre-interview proforma containing general
details about the interviewee's course(s) (e.g. subject areas) and ways in which health and well-being was
covered (as disclosed in the questionnaire). The purpose of the proforma was to help the interviewer to tailor
the interview (e.g. through use of speciﬁc probes) to the speciﬁc circumstances of each interviewee.
All interviews were recorded using a digital voice recorder. The intention was to conduct face-to-face
interviews whenever feasible to facilitate rapport and in-depth discussion. Fifteen of the interviews were
conducted face-to-face, with the remaining three conducted on the telephone (for reasons of convenience).
The telephone interviews were of approximately the same duration as the face-to-face interviews (betweenn = 1 out of 3
course managers
sampled from
ITT provider in
West Midlands
consented to
interview
Purposive sampling and
contacting of n = 22 out of 30
eligible respondents
n = 30 out of 74 respondents
to the questionnaire survey
consented to be contacted to
request interview
n = 4 respondents
not interviewed
n = 19 people interviewed
(18 separate interviews)
FIGURE 5 Flow chart summarising sampling and recruitment of interviewees.
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3445 minutes and 1 hour) and the quality of discussion was judged to be comparable. All interview recordings
were transcribed by a professional academic transcriber.Data coding
A content analysis approach was used to analyse the data from the interviews. This was chosen as it is a
standard and relatively straightforward technique used in the social sciences to categorise and explore
qualitative data from interviews.39,40 At its simplest, content analysis involves reading interview transcripts and
recording the frequency with which key terms and issues are mentioned.41 These can be grouped into
response categories and the relevant dialogue coded according to each category. As coding progresses the
categories can be amalgamated into broader themes, if appropriate. It was considered to be an appropriate
method for the analysis of the type of data to be elicited in this stage of the research, and was in
keeping with the inductive nature of the study as a whole.
There are a variety of different computer software programmes available to assist with the analysis of
qualitative data. The software has made the process of data management and analysis more efﬁcient,
allowing researchers to store and organise data in a format that is easily retrievable, and which automates
techniques that researchers used to do by hand. It is important to note, however, that these programmes
cannot substitute for the considerable skill necessary to identify themes, explore associations and
meanings and draw conclusions from the data. The researcher's analytical and intellectual input therefore
remains as important as ever.
NVivo software (version 9; QSR International, Southport, UK) was used to code and analyse the data. This
software was chosen as it is a specialist programme suitable for analysis of textual data and was considered
adequate for the needs of this project. Once all of the interviews had been conducted, each ﬁnalised
transcript was imported into NVivo ready for coding. Each interview transcript was coded in turn. Before the
start of coding we set up a coding framework in NVivo based on the 12 main questions in the interview
schedule (the full interview schedule is available in Appendix 3). A ‘node’ (i.e. a code) for each question was
generated when the framework was set up in NVivo, with the aim of the researcher analysing the data to
create second-order (or third-order if necessary) subnodes as response categories for each question. The
speciﬁc nodes set up in NVivo that formed the analytical framework were interviewee background;
signiﬁcant changes to the course; how health and well-being are covered; time spent on and timing of health
and well-being in the course; external agencies or external people; sex, relationships, drugs and smoking;
funding for health and well-being; assessment of health and well-being; health and well-being of teachers
and trainees; challenges and barriers to addressing health and well-being; facilitators to addressing health
and well-being; and future changes to course. As part of the framework, a ‘free nodes’ node was also set up
where data not directly related to any of the interview questions could be coded, such as any unexpected
issues that emerged during the analysis. An example of a code that was created under ‘free nodes’
during the analysis was ‘conceptions of health and well-being’, which captured the interviewees' personal
beliefs about the importance of health and well-being, how health and well-being relate to children and
young people's education, and what these terms meant – an issue that we did not directly question
interviewees about, but which most of the participants spontaneously mentioned during the interviews, and
which is a key part of our ﬁndings reported below. As the researchers read through the transcript on the
computer screen they highlighted passages of text (e.g. a sentence, or a paragraph) and coded them
according to which of the interview questions they related to, creating new subnodes if necessary or adding
to existing subnodes describing similar issues. For example, the node called ‘challenges and barriers to
addressing health and well-being’ was created to categorise responses to the question, ‘What key challenges
have you experienced in addressing health and well-being in the teacher training curriculum?’ Responses to
this question were assigned to subnodes, with common responses assigned to the same subnode when
applicable. Each of these subnodes was therefore classiﬁed as a speciﬁc barrier. The overall purpose of this
exercise was to code each occurrence of a particular issue discussed during the interviews so that those issues
could be easily retrieved from the database and the coded text analysed for meaning. The meaning
units coded by the researchers were kept sufﬁciently large so that the context of the interviewees' points
was not lost.NIHR Journals Library www.journalslibrary.nihr.ac.uk
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between the interviewers took place after each had coded at least two interviews to ensure shared
interpretation of the codes and intercoder reliability. At this point (i.e. at around the sixth coded interview
transcript) the number of subnodes had grown to the point at which it was considered necessary to review
the subnodes and merge similar or overlapping subnodes to avoid duplication and to keep the coding
framework manageable. This was performed by one of the interviewers (KP) and acted as a quality assurance
check for accuracy of coding. Following this revision to the coding framework the remaining interview
transcripts were generally coded by this interviewer.
Once all 18 interviews had been coded, around 550 separate nodes had been created. A review of the nodes
was undertaken by one researcher, to merge similar nodes and merge unnecessary subcodes into the
higher-level nodes. Once this review was completed the number of nodes had been reduced to 420.
The team then began to analyse the nodes in more detail by examining the passages of interview
conversation that had been assigned to them, and noting any patterns in the data (e.g. we noted that, when
interviewees had cited a lack of understanding and knowledge about health and well-being as a barrier,
they sometimes mentioned this in relation to training provider staff and at other times mentioned it in
relation to school placement staff and trainee teachers). From discussion within the team, the barriers to
and facilitators of teacher training were considered to fall within the following spheres of inﬂuence on how
health and well-being was covered in ITT:
l trainee teachers
l teacher training providers
l placement schools and the wider school community (e.g. where trainee teachers spend
their placements)
l external agencies (e.g. local authorities, health services)
l local culture and geography (e.g. the socioeconomic and cultural proﬁle of the locations where
teachers are trained)
l wider educational culture (e.g. the perceived general culture within education in which providers,
schools and trainees work)
l government policy (e.g. health, education).
It was considered that these spheres encapsulated the main inﬂuences on teacher training in relation to
health and well-being. To illustrate the relationships between the different spheres we manually (outside of
NVivo) constructed a model diagram with arrows showing the direction of inﬂuence (e.g. between
government policy and teacher training providers, and between teacher training providers and placement
schools). This was based on the interview data that we had analysed, but also on our background knowledge
of health and education and on broader evidence (e.g. from research, theory and policy). The model was
partly informed by the social–ecological model,42,43 which is a theory that explains how individuals'
behaviours or social phenomena are inﬂuenced by reciprocally related individual and social factors, including
intra-individual factors (e.g. attitudes), interpersonal factors (e.g. peers, social networks), the structure of
the institutions and organisations in which individuals operate, the wider community (e.g. social norms) and,
at the broadest level of the model, social structures, policies and systems (e.g. government policies).
During data analysis we considered whether this model could form an explanatory framework for our
ﬁndings as the barriers and facilitators identiﬁed seemed to relate to aspects of the model, but we decided
ﬁnally that it was not a fully appropriate ﬁt for our data. The social–ecological model therefore helped us to
structure our thinking about the analysis and spheres of inﬂuence, but we created our own model to explain
the ﬁndings as this allowed us to create a model that ﬁtted the data better. The model we created became
an explanatory framework for our interview ﬁndings and also shows the context of teacher training. A draft
was discussed with the project's advisory group who made suggestions for minor revisions (the ﬁnal model
can be seen in Figure 7).35
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36The barriers and facilitators that had already been coded were then assigned to each of the spheres of
inﬂuence as appropriate in NVivo. This process also included some recoding of the barriers and facilitators
themselves when necessary. After carrying out this process a total of 515 codes had been generated.Generating analytical themes
Through the process of coding and analysis described above, a number of overarching themes began to
emerge from the data. Two of the research team independently noted down the key themes that they had
observed and met to discuss these (JS and KP). These two researchers agreed on the majority of the key
themes, resulting in a list of around six. Over time this list of key themes was revised and increased, and then
decreased again through discussion with other members of the research team. The reduced list contained
six key themes considered to encapsulate the barriers and facilitators identiﬁed in the interviews. Once these
themes had been deﬁned and agreed by the research team, each of the barriers and facilitators was
re-examined and one or more themes were assigned to each. This was done in a series of preliminary tables
outside of NVivo, in which the barriers and facilitators were plotted in separate columns and the themes
applicable to them were listed in adjacent columns, stratiﬁed by the spheres of inﬂuence described above
(i.e. teacher training providers, placement schools, etc.). The purpose was to describe and discuss the barriers
and facilitators operating within each of the six themes. The assignment of themes to the barriers and
facilitators was carried out by one researcher and checked by a second for consistency. Minor amendments
were made to the categorisation following discussion (mainly to assign additional themes to a barrier or
facilitator, rather than reclassify barriers and facilitators altogether). Following this, in NVivo, the barriers and
facilitators, labelled by the sphere of inﬂuence that they were located within, were then categorised
according to the main theme to which they related and, in some cases, subthemes were inferred by
comparing differences and similarities between the barriers and facilitators. These data are presented in
our ﬁndings below and the themes themselves are described in Barriers to and facilitators of effective
teacher training.Results of the interviews with teacher training providers
Characteristics of the study sample
The providers who were interviewed were spread across the country, with representation from every English
government administrative region (Table 16). There were slightly more providers interviewed from the
South East than from other regions, which may reﬂect a higher proportion of providers in the South East or
perhaps that there may be more trainee teachers in this region. This is difﬁcult to substantiate as the numbers
of trainees on individual courses are not always clearly advertised on individual providers' websites,
which were consulted before the survey and the interviews.
As stated earlier, the interviewees were sampled according to the type and level of courses that they
managed so that they represented a range of courses catering for primary, secondary, early years and
key stage 2/3, at undergraduate and postgraduate level, across HEIs, SCITTs and EBITTs. In the HEIs some of
the interviewees managed more than one course (e.g. Programme Director for Primary Education) and
some managed the whole portfolio of courses provided by their particular institution at undergraduate or
postgraduate level (e.g. Head of the Undergraduate Programme) (Figure 6). Others managed one speciﬁc
course (e.g. Programme Director for PGCE Key Stage 2/3) and had an input, for example as a lecturer, into
other courses. SCITT and EBITT managers were responsible for managing postgraduate courses, which
for some included courses at more than one level, such as secondary and 14–19 years (e.g. SCITT 15).
The providers of secondary, key stage 2/3 and further education courses generally offered a range of
different subjects, some more limited than others, including mathematics, geography, science (physics,
biology, chemistry), PE, English, modern foreign languages, religious education, design and technology,
information and communications technology and music. Some of the interviewees were subject specialists in
their current roles, such as a mathematics lecturer or PE specialist, and they frequently used their subjectNIHR Journals Library www.journalslibrary.nihr.ac.uk
TABLE 16 Geographical distribution of interviews
Region
Number of
interviews
Percentage
of total
number of
interviews
Eastern 2 11
East Midlands 1 6
London 2 11
North East 2 11
North West 1 6
South East 4 22
South West 3 17
West Midlands 1 6
Yorkshire and the Humber 2 11
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2knowledge and expertise, for example in science or PSHE education, to contribute to the health and
well-being content of their training courses.
The numbers of students on the courses varied between different institutions and types of organisation.
The numbers of students on PGCE courses at SCITTs and EBITTs ranged from three students on an early
years GTP course to 79 on a SCITT primary course. In HEIs the numbers of students on the undergraduate
courses of those interviewed ranged from around 12 on a BEd in a particular subject to a total of around
800 on a 4-year course. The numbers on 1-year PGCE secondary courses ranged from about 120 to
140 students. On 1-year PGCE primary courses the numbers of students ranged from 60 to 190. On the
PGCE 14–19 years course there were 33 students and on the PGCE key stage 2/3 course there were about
60 students. In general, the numbers of student places available in 2012 had been reduced from the time of
our questionnaire survey in the previous year because of a reduction in government funding, particularly for
training in the teaching of vocational courses in the 14–19 years age group. One course director mentioned
that numbers would drop again considerably for vocational courses in the coming academic year.0 1 2 3
Programme director, undergraduate, primary
Programme director, undergraduate, early years
Programme director, undergraduate, secondary
Programme director, undergraduate, key stage 2/3
Programme director, postgraduate, secondary
Programme director, postgraduate, primary
Programme director, postgraduate, key stage 2/3
Programme director, further education,14–19 years
Senior lecturer, PGCE primary
Senior lecturer, BA mathematics
Senior lecturer, secondary
SCITT manager, early years/primary
SCITT manager, primary
SCITT manager, secondary
SCITT manager, secondary and further education
GTP manager, early years/primary
GTP manager, primary and secondary
GRTP manager, secondary
Number of interviewees
FIGURE 6 Role of course managers interviewed. GRTP, Graduate/Registered Teacher Programme.
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38Background of the study sample
All of the course leaders who were interviewed had teaching qualiﬁcations and teaching experience,
many at a senior level. Five reported an academic research interest in the area of health and well-being,
such as in outdoor play, how children in nursery education make meaning in science and the effect of
well-being on children's resilience. A strong personal interest in health was mentioned by seven, as well as a
holistic concept of health and well-being, for example through their interests in sport or in nutrition in
adolescents, through their previous involvement in schools with the Healthy Schools award, through working
with local authorities and children's centres or through their experience of working with parents and
community groups. As one person commented:NIHRMy whole education background places children at the centre.
HEI 42, primary phaseSome of the course managers were trained in science or in PE and they noted that this has increased their
interest in health and well-being. Others had worked with children with SEN or in deprived areas with
refugees and asylum seekers, and one worked in the education department within a prison. Overall, seven of
the course managers told us about health-related professional experience that they had had (including
through their teaching role).
Some course managers had been working in education since their degree and had moved directly from
senior roles in schools, which included pastoral responsibilities, to training teachers. Others had had gaps in
their careers, to have families or to undertake voluntary work abroad. In some cases their work in schools
included a large amount of health education, both with pupils and parents and with the wider school
community. Some had worked as local authority advisors and school governors, giving them a broad
understanding of how schools function. A few were relatively new to managing a teacher training course
and had come to work in a university only within the last 10 years and could therefore draw on their recent
experience of working in schools.
In summary, the interviewees came from teaching backgrounds and had progressed to teacher education.
They varied in their background experience of health but, in total, 12 interviewees reported that they had
either professional or personal experience or interests related to health and well-being.Course managers' conceptions of health and well-being
In setting the scene for the interviews, the participants were informed that we had a broad deﬁnition of
health and well-being and therefore anything that they felt was relevant to this theme could be discussed
during the interview. Their comments illustrate that health underpinned many aspects of their courses and
was often seen as fundamental to effective teaching and learning.
Many course managers mentioned the importance of holistic education, in which health and well-being
permeates through the curriculum rather than being addressed in separate modules. They mentioned the
importance of the ethos and values that are portrayed by their course which promote health and well-being,
such as getting students to understand working across the curriculum, the beneﬁts of different subject staff
working together and the sense of health and well-being that this approach brings to staff, trainees and
pupils in schools.
On some courses, health was interwoven into the ITT curriculum through a focus on particular themes
throughout the course, including SEN, outdoor education and behaviour management – the exact
underpinning theme varied from course to course. This did not necessarily mean that health and well-being
was comprehensively addressed on these courses, but that there was a particular health-related strand that
underpinned them:We do not explicitly cover a lot of health and well-being in the classroom but it underpins a lot of what
we do . . .We do a lot about inclusion and the inclusive classroom, and what an inclusive classroom looksJournals Library www.journalslibrary.nihr.ac.uk
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Southalike . . . get them to think about the diverse settings in which they work, which I think again is part of a
child's well-being and happiness in school.
HEI 40, primary and secondary phasesAs the above course manager explained, health and well-being is not always explicit in teacher training but it
is related to issues such as inclusion and special needs. Similarly, in one interview in which two course
managers were interviewed jointly, health and well-being was seen as ﬁtting alongside behaviour
management, classroom organisation and relationships in school. They highlighted the importance of
encouraging their trainee teachers to think about their responsibilities as learners and to one another, and
about their own student voice on their course, which would help them to use these approaches with pupils
in school:So it’s important that they have a deeper understanding of how children develop these behaviours,
you know the appropriate ones, inappropriate and so on, rather than just being given a strategy if a child
is the one child who’s rushing up and down the classroom or whatever, so that they also know
about the different sorts of behavioural difﬁculties and syndromes related to that.
SCITT 19, primary phaseSeveral course managers acknowledged that subject knowledge is not the only important aspect of teacher
training, but that awareness of child development and emotional well-being is also very important.
One commented:How can you run a teacher training programme without thinking about the development of adolescents,
about the emotional upheaval, about the hormonal upheaval that’s going on in their lives?
EBITT 6, secondary phaseConceptions of health and well-being also included awareness about pupils' social and economic
backgrounds. One course manager described how a pupil's home environment can affect his or her learning,
for example a pupil may be a carer of people within the family:Class, deprivation, social class, all that sort of stuff, and it’s been my experience that actually a truly
effective teacher who can inspire children, needs to take those things into account, and needs to know
where their pupils are at, and work with that to improve that.
EBITT 6 secondary phaseThe importance of topics such as drugs, alcohol, SRE, smoking, child protection and safety was discussed by
several course managers. One commented on the importance of teachers helping pupils to develop
health-related skills rather than just providing them with information:The health and well-being of young people is all to do with more than just you know sex and
relationship education, it’s about communication skills, listening skills, developing those skills, and social
skills, and you can do that as a classroom teacher and you’ve got a part to play in that.
SCITT 15, secondary phaseConceptions of health and well-being included teachers' as well as children's health. The fact that an
emphasis on exam results can lead to teachers leading unhealthy lives was also mentioned. One organisation
provided trainee teachers with the opportunity for self-study and the use of music and books, emphasising
the message that part of children's health in your care is your own health:If schools were more thoughtful and less pressured, given the amount of time that pupils spend in
schools . . .we might have happier schools, happier teachers.
HEI 29, primary phase39
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40Model of initial teacher training
From our analysis of the course managers' accounts and our existing knowledge of health and education, we
created a model of ITT (shown in Figure 7) which shows the different organisations and people that can
inﬂuence the delivery of training in health in ITT, and the relationships between them. The purpose of this
model is to show the context of ITT and put the ﬁndings described in the subsequent sections into context. In
particular, we found that the barriers to and facilitators of training in health mentioned by the course
managers were each located within one or more of these spheres of inﬂuence, and this helps to highlight
where changes can be made to promote more effective training in health.
The model shows that government policy (in education and health) partly inﬂuences the training provided in
ITT and also what placement schools do around health. Our model shows this to be a top-down inﬂuence, as
this was how course managers portrayed it. They felt that it had a major inﬂuence on the content of their
courses. We have characterised the relationships between teacher training providers, placement schools and
external agencies, as well as trainee teachers, as reciprocal, as the course managers' accounts suggested that
these were sometimes two-way relationships. The role of the trainee teachers in our model should not be
viewed as a passive one, as simply receivers of training. We found in our analysis that the course managers
felt that trainee teachers could also impact on the health training that they received through, for example,
the pre-existing knowledge that they brought to courses and their level of interest in and engagement withGovernment policy
Education
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National Curriculum; review
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training; 'The Importance of
Teaching'; teaching schools;
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Health
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Health Outcomes Framework
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FIGURE 7 Model of the spheres of influence on health coverage in ITT and the relationships between them.
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DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2health issues. The model also shows that health training in ITT was located within the wider contexts of the
local culture and geography of the areas in which providers, placement schools and agencies were based,
and also the general perceived culture in education, and that these factors could also inﬂuence training in
health or formed a backdrop to it. The following sections of this report will expand on the relationships
between these people, organisations and contexts, and the impact that they have on the provision of
health training.
In the following sections we present our ﬁndings from our analysis of the interviews with the course
managers. We ﬁrst describe how health and well-being was delivered on courses and then we consider
the barriers to and facilitators of effective training in health in ITT in terms of the six analytical themes
identiﬁed. We present all of the barriers and facilitators identiﬁed in the analysis in tables and have shown
in the tables how each of the barriers and facilitators mapped onto the spheres of inﬂuence shown in
the model of ITT in Figure 7.
How health and well-being was covered on courses
We found that there was variability in how health and well-being was covered across courses, and also in the
amount of time spent covering these topics. Furthermore, course managers were not always clear in the
interviews about where health and well-being topics were located within their courses. This was partly
because of the perceived wide-ranging nature of what constituted ‘health and well-being’, with a number
stating that it came into many aspects of the course indirectly, such as in SEN and behaviour management.
However, this was also because of some aspects of health training not being very explicit in some courses.
For example, when asked how his course covered SRE, drugs and alcohol education and smoking prevention,
one course manager said:© Que
Health
provid
to: NIH
SouthaVery incidentally, if I’m very honest . . . I wonder whether we do that at all, but I think it’s more likely to
come in the science session than it is in the PSHCE [personal, social, health and citizenship
education]. The SEAL materials I think perhaps do wee bit of that, but then it’s more social emotional
aspects of learning, and it’s, it’s again it’s only going to be incidentally.
HEI 5, primary phaseFrom the course managers' accounts we categorised the nature of how health and well-being topics were
covered into the following groups – we found that our categories mapped directly onto those created by
Arnold and Maio-Taddeo44 to describe teacher education in child protection in Australia, so we used the
category names created by these authors:
l integrated/embedded approach – in which there was an underpinning health-related ethos or structure
to the course and health topics were integrated into training across different areas of the course
l discrete approach – individual sessions or modules that explicitly covered a health topic or
PSHE education
l incidental training – in which a health-related topic was covered incidentally or implicitly as part of
another aspect of training, for example SEN, dance or PE, or when trainees chose a health-related topic
for an assignment.
These categories are not mutually exclusive. For example, on some courses there were discrete sessions on
some topics but other topics were covered more incidentally. The integrated and discrete approaches
resulted in health training being much more explicit in the curriculum and contributed to a more coherent
approach. There was also variability in terms of whether the trainee teachers across different types of courses
(e.g. BEd, PGCE) and subjects within the same institution received similar health input. On some
secondary-level courses, course managers said that science and PE trainee teachers were likely to receive
more training in health issues because of the nature of their subjects.41
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42Health topics were generally covered within the professional studies modules on courses (Table 17), and
discrete sessions on PSHE education were commonly located within this. Speciﬁc health issues, such as drugs
education and SRE, were sometimes covered as part of the PSHE education sessions, as stand-alone sessions,
or were located within subject-speciﬁc modules, such as PE or science. All of the secondary phase course
managers mentioned that some health topics were covered in professional studies, whereas only four of the
seven primary phase course managers said the same. Conversely, more primary phase course managers
(four) than secondary phase course managers (one) indicated that health topics were covered in many areas
of the curriculum or that they made cross-curricular links.
Less attention is given to training teachers to promote healthy lifestyles
On the whole, we found that when the course managers described how health and well-being was covered
on their courses they tended to talk about topics such as special or additional educational needs, behaviour
management, emotional well-being and SEAL, citizenship, equality and diversity, safeguarding and PSHE
education in general (Table 18) – topics that are perhaps seen to be closely related to education and
children's learning. They talked less frequently about speciﬁc health and lifestyle issues such as healthy
eating, alcohol and drugs education, physical activity and smoking prevention. There were no differences
between primary and secondary phase course managers in the topics that were mentioned. Six of the course
managers told us that they felt that their course provided limited coverage of SRE, alcohol and drugs
education and smoking prevention. Furthermore, two course managers made an explicit self-assessment to
us that they felt that their courses were not so effective at addressing speciﬁc health and lifestyle issues in
comparison to other aspects of their courses:TAB
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NIHRWe recognise that there’s room for improvement and I think there are other areas that we tackle
better . . . We’re very good on preparing our students while managing behaviour within classrooms . . .
I don’t know that we’re so good on preparing our students in understanding the health and well-being
of children.
HEI 30, secondary phaseAs we found in our questionnaire survey that SRE, alcohol and drugs education and smoking prevention
were covered by fewer courses than other health topics (see Chapter 3), we asked the course managers
in the interviews what they felt the challenges were to delivering these topics. We found that the barriersLE 17 Areas of the ITT curricula in which course managers mentioned that health topics were covered: all course
agers and by course phase
riculum area
Number of course managers
All course
managers
(n=18)
Primary
phase
course
managers
(n=7)
Secondary
phase
course
managers
(n=8)
Managers of
courses spanning
both primary and
secondary phases
(n=3)
fessional studies 14 4 8 2
nce 10 5 4 1
8 5 3 0
ered in many areas of the curriculum and/or make
ss-curricular links
7 4 1 2
lish or literacy 4 2 1 1
anities 2 2 0 0
arts (e.g. music, art, drama) 2 2 0 0
er 4 2 2 0
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ABLE 18 How frequently course managers mentioned covering selected health-related topics in the interviews:
ll course managers and by course phase
Topic
Total number of
references
course
managers made
to covering
topic across the
interviews
Number of course managers who mentioned in the
interview that they covered topic
All course
managers
(n=18)
Primary
phase
course
managers
(n=7)
Secondary
phase
course
managers
(n=8)
Managers of
courses
spanning
both primary
and
secondary
phases (n=3)
Special or additional educational needs 45 15 5 7 3
Safeguarding and child protection 43 15 4 8 3
PSHE education 40 14 6 6 2
SRE 39 12 5 5 2
Behaviour management 30 9 3 3 3
Equality and diversity 24 11 3 5 3
Emotional well-being and mental health 26 11 5 4 2
Citizenship 21 7 4 2 1
Drugs and addiction 12 6 2 2 2
Physical activity 12 5 2 2 1
Alcohol 11 5 2 2 1
Healthy eating and nutrition 10 7 3 3 1
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athey mentioned were generally the same as those mentioned in relation to the delivery of other aspects
of health (e.g. lack of time) (see Barriers to and facilitators of effective teacher training). We did not identify
any speciﬁc issues associated with these topics, except that the course managers felt that:
l sometimes trainees were uncomfortable with these topics
l there was a general lack of comfort with these topics in the wider educational culture
l the topics could sometimes be seen to be unacceptable to cover in some schools.
The last point demonstrates the impact that the perceived wider educational culture could have on
health training. The course manager who raised this point said:© Que
Health
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to: NIH
SouthaDrugs feature, but I was aiming to sort of try and tackle drugs or addiction through alcohol, because I
still think in many schools drugs is just not talked about. It’s still very, very unacceptable . . . So I was
wary of going down that route.
HEI 11, secondary phaseDelivery methods
A variety of methods of teaching health-related topics were used across different courses, including lectures,
interactive workshops and whole-day events (Table 19). Three of the course managers felt that the
whole-day sessions they held had been a particularly successful part of how they addressed health.
The themes of the health-related whole-day events held at the institutions included:
l ECM (n=1)
l equality and diversity (n=2)43
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TABLE 19 Methods used to deliver health-related content mentioned by the course managers
Method
Number of course managers who mentioned
that this method was used on their course
Whole-day events or sessions 10
Workshops and interactive sessions 8
Student-led sessions or presentations 6
Lectures 5
Materials on the VLE 5
Tasks or assignments 5
Self-study 4
Outside visits 3
Role play 3
Reﬂective diaries 2
Seminars 2
Presentations delivered by health professionals 2
Covered in school and through readings 1
Distance learning materials 1
Twilight sessions 1
VLE, virtual learning environment.
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44l behaviour management (n=2)
l SEN or special educational needs and disability (SEND) (n=2)
l Health (n=3)
l PSHE education and/or citizenship (n=5)
l Interprofessional working (n=1)
l Pastoral care (n=1)
l Child protection (n=1).
Six of the course managers said that trainee teachers led workshops and made presentations to each other
on health-related topics. Five reported that course tutors sometimes used resources, including Teachers
TV and SEAL materials, to support their health delivery, and they commented that these resources
were useful.
Four of the course managers said that some of their trainee teachers gained training in health through
alternative placements in settings other than schools, including:
l social services
l hospital schools
l prisons
l homeless shelters
l sports organisations
l orphanages abroad.NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2One course manager commented that these placements had helped to raise their trainee teachers'
awareness and understanding of health issues:BOX
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SouthaWe have had some go to a local homeless charity and work with homeless people in [city] essentially,
and it was quite powerful what those students said when they returned, about actually how they
went with such preconceived ideas, and also they had no knowledge and actually they felt that
through their experience they could go, one of them said he could feel that he could go in and teach
any PSHE lesson on drugs and alcohol addiction and feel conﬁdent that he knew the facts and what
the realities are.
HEI 40, primary and secondary phasesFurthermore, at eight of the institutions, the trainees undertook placements in schools for children with
additional needs, including SEN, English as an additional language (EAL) and behavioural needs, and, again, the
course managers felt that the direct experience of these issues that trainees gained on these placements was
beneﬁcial for them. We identiﬁed alternative placements in health-related settings as one example of what
could be considered innovative practice. Other examples of innovative practice are detailed in Box 1.
Experience on school placement
The course managers said that it was likely that trainee teachers would gain experience of the pastoral side of
teaching and PSHE education on school placement, with some also saying that it was a course requirement that
their trainee teachers were attached to a tutor group. In some cases the course managers were reliant on
trainee teachers gaining experience of some health-related issues in school in the absence of formal training by
the provider. However, many of the course managers were not very clear in the interviews about the nature of
the training or mentoring around health that the trainee teachers received on placement. Seven told us that
they were unsure what was covered and that it was not closely planned or monitored:1 Innovative approaches
Training in health and well-being
l Raising trainee teachers' awareness of particular initiatives and encouraging them to take them out
into schools
l Science and professional studies tutors team teach health content in professional studies to help trainee
teachers understand that health issues are not conﬁned to the remit of particular subjects
l Students from another course who have a social work background deliver training on
interprofessional working
l Health day located within professional studies, which involves workshops delivered by health professionals
and sessions organised and led by science and PE postgraduates
l Alternative placements in health-related settings (trainee teachers can choose to do their alternative
placement in these settings)
Trainee teachers’ health and well-being
l Peer-organised supervision groups for trainee teachers using a technique applied in medicine for
supporting GPs
l Paired placements
l Mentoring provided by ex-trainee teachers
45
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46NIHRPSHE forms part, usually part of their tutorial programmes in schools, so as a tutor they would engage
with it. And in my questioning of them, which I was sort of doing on a small group basis, it would
seem probably 60% of them have worked on part of the PSHE programme. Whether that’s health,
I wouldn't commit. I don’t know.
HEI 11, secondary phaseFurthermore, 15 of the course managers described trainee teachers' experience of health initiatives and
teaching PSHE education on placement as variable, with experience being dependent on individual
circumstances (e.g. the health-related activities in the school, how high proﬁle health was in the school, and
the year group to which trainees were attached), and often incidental:If there’s something going on and there are things like the collapsed timetable day they [placement
schools] often get health professionals in. They often have the school nurses in . . . but then that’s
more by good luck than good management on our part. It’s just you know if a trainee happens to,
if that happens to happen, then it's usually to do with it being by coincidence, so, which is a
good coincidence.
SCITT 15, secondary phaseSome of the course managers also commented that, unlike other aspects of the curriculum, there was no
consistency across schools in the way that PSHE education and health topics were delivered or approached.
This contributed to the variability of trainee teachers' experience and meant that some were likely to
experience a narrow perspective on approaches to it, if they did experience it at all. This was particularly
seen to be an issue for students on GTP programmes, who spent much of their time in their employing
school and had less contact time at the provider for training than students on other courses.Cohesion between provider and school placement
On some courses there was some cohesion between the health training at the provider and trainee
teachers' experiences on placement. Seven of the course managers told us about tasks that trainee teachers
were expected to carry out in school that helped to link their centrally based training with their school
experience, including assignments that required trainee teachers to map how health and well-being was
delivered in their school, and keeping a reﬂective log of their tutor group work. Although these tasks
provided some link between centrally based training and training on school placement, the interviews
showed that practical experience or training relating to health on school placement was generally not
systematically planned in courses.People involved in delivery of health training
On the whole, health-related topics were taught by course tutors, who typically had backgrounds in teaching
in schools. The course managers said that they and some of their course tutors had begun to specialise in
particular health-related areas during the course of their careers, and that some of the tutors drew on this
knowledge to deliver particular health-related sessions on courses. In some cases, PSHE was taught by
individuals who had some background in the topic (e.g. through their previous teaching experience),
but in many cases it was taught by non-specialist staff who had to prepare themselves to teach it. None of
the course managers said that the staff who taught health-related topics had had any speciﬁc training in it,
but three mentioned that staff might occasionally happen to receive training in it, for example as part of
in-service training days. Two course managers mentioned that students or staff from other departments with
health-related expertise delivered some of the health content on their courses. More commonly, though, the
course managers reported that they brought in external expertise to deliver some health-related elements in
their courses.Working with external agencies or external people
All of the course managers reported that they worked with people from external agencies to deliver some of
the health-related content on their courses. In line with our questionnaire ﬁndings (see Chapter 3), they mostJournals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2commonly mentioned working with personnel from the local authority or local schools (Table 20). Local
authority personnel were especially involved in delivering safeguarding and behaviour management training.
The course managers mentioned a wider range of topics being covered by school personnel, including:
l emotional and behavioural disorders
l EAL
l vulnerable children
l behaviour management
l SEAL
l SEN
l pastoral care and PSHE education
l the role of the parent in children's learning
l pupil voice.
On two courses, support staff from schools (a parent support advisor and a teaching assistant) also
delivered sessions. Furthermore, one HEI brought pupils from a secondary school in to help facilitate a
session on pupil voice. Some course managers also involved theatre groups, charities and the police in
delivering health-related content (typically safeguarding, SEN and equality and diversity), among other
external people.
Few of the course managers mentioned involving people from external agencies in the delivery of training
in health issues such as smoking prevention, healthy eating, physical activity, SRE or mental health issues.
On the whole, provision from external agencies usually covered health topics more closely related toTABLE 20 External people or agencies mentioned by course managers as being involved in delivering health-related
content on their courses
Type of external agency or person
Number of course managers who
mentioned that agency or people
were involved in delivering health-
related content on their courses
Local authority 13
Teachers or other school personnel 12
Charity or voluntary sector organisation 8
External specialists (non-speciﬁed or unclear) 8
Health professionals 6
Consultant 3
Police 3
Personnel from other universities 2
School pupils 2
Sports organisations or specialists 2
Theatre groups 2
Lay people 1
Local primary care trust personnel 1
Educational psychologist 1
Parents 1
Other 6
47
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48education and learning, such as those listed above provided by school personnel, rather than training in
health promotion to live healthy lives. This perhaps reﬂects that this kind of expertise was more
immediately available to ITT courses or reﬂects the sources of expertise that course staff knew about.
Indeed, in line with our questionnaire ﬁndings, only six of the course managers we interviewed said
that they involved health professionals in the course (e.g. nurses, counsellors, midwives, public
health-promotion specialists).
As we found in the online questionnaire that few institutions worked with health professionals, we asked the
course managers in the interviews what they felt the barriers to this might be. The barriers that course
managers mentioned were:
l it was just not something that they had thought about doing, as they tended to think about education
people when engaging external expertise and they felt that it was more appropriate for people with
this background to deliver training in ITT
l difﬁculties making contacts and not knowing who to approach
l concern about a lack of understanding of ITT and education among people from external agencies
l reluctance from the health service to release staff because of the pressures that they were under
l difﬁculties ﬁnding mutually convenient times to work together.
Ten of the course managers said that working with people from other agencies or departments with
health-related expertise had been a particularly successful part of the health training on their courses and
they reported that the students liked it. They cited the following beneﬁts of this for the trainee teachers:
l being exposed to a different perspective
l being exposed to a facilitator with ‘real-life’, direct experience
l knowledge for the future of other professionals' roles.Timing of health in the course
In general, the course managers said that the timing of when health topics were introduced to trainee
teachers depended on the trainees' needs and the topic, and that topics were spread throughout the course.
Only one course manager said that the timing was incidental (i.e. not based on any speciﬁc reason) and
another two said that the timing partly depended on timetabling and when contact time at the provider fell.
In many cases, topics such as SEN, behaviour management and safeguarding were delivered in the ﬁrst term,
as the course managers felt that the trainees needed to know about these before going on their ﬁrst school
placement. In some institutions, topics such as PSHE education, citizenship and SEAL were also delivered
early on in the course. At others, there had been a deliberate choice to introduce some health-related topics
either in the middle of the course or later on, as the course managers felt that it was beneﬁcial for the
trainees to gain some experience in school before covering some issues:NIHRWe look at transfer and transition on their return in the New Year . . . [because they've] had some
experience of seeing potential issues and seeing how children slip back and can actually contribute a bit
more to those sessions.
HEI 40, primary and secondary phasesFunding of health and well-being
All of the course managers told us that they did not have any speciﬁc funding available to them at their
institutions for health-related work. Some commented that they could make requests for funds to organise
events or activities, with the case having to be made for these. Sometimes funds were available indirectly
through other related areas (e.g. funding for SEN training) and sometimes one-off funding was available
(e.g. through a funded research project).Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2In the absence of speciﬁc funding, 12 of the course managers said that some of the health-related activities
on their courses were partly dependent on free support and the goodwill of others, such as personal
contacts, in volunteering their time for minimal cost. Five of the course managers also commented that they
had reciprocal relationships with external agencies, whereby the agency offered support on the course and
the provider helped them in return, for example by giving them the opportunity to train and to inﬂuence their
trainee teachers, to broaden the experience of the agency's staff or to advertise their services, or by providing
support to the agency:© Que
Health
provid
to: NIH
SouthaWe’re quite fortunate in that because quite a lot of the close relationships we have with different
agencies, a bit of give and take, so you know we support them with something, they support us with
something as well.
HEI 25, primary phaseAssessment of health and well-being
Many of the courses did not speciﬁcally assess trainee teachers' learning around health and well-being.
We characterised the nature of the assessment that took place into the following categories (note that,
again, these categories were not mutually exclusive):
l assessment against the health-related standards in the current QTS standards
l direct assessment
l indirect/incidental assessment.
Ten of the course managers said that trainee teachers' learning in health was assessed against the
health-related standards in the current QTS standards, and some told us that this was the only method of
assessment that they used:The teaching of PSHEE and elements of citizenship, form tutor roles and all of that kind of area form part
of the required standards. Information advice and guidance and things like would come under the
current QTS standards, which they’re required to all meet . . . so there’s no sort of necessarily written
research-based academic evidence.
HEI 40, primary and secondary phasesSeven reported that their course included direct assessment of some aspects of health and well-being, for
example as part of a discrete PSHE education module or on one or two speciﬁc health-related topics
(e.g. transition and transfer, physical development). Eleven course managers mentioned that trainee
teachers' learning in health was indirectly assessed. This was, for example, through assignments required for
related subjects such as science or PE or through trainee teachers happening to choose a health-related
topic as part of an assignment or research project.
The general lack of direct assessment seemed to be indicative of health and PSHE education sometimes
being seen to be lower priority subjects than other aspects of the ITT curriculum. Indeed, the reasons given by
some of the course managers for not carrying out direct assessment suggested so:I suppose it’s because it’s an additional strand, it’s kind of we don’t, we don’t assess them speciﬁcally.
SCITT 15, secondary phaseHealth and well-being of teachers and trainee teachers
Eight of the course managers acknowledged in the interviews that teacher training is demanding for trainee
teachers and they stated that the health and well-being of their trainee teachers was a key concern for them.
Five said that it was central to the ethos of their courses. Nearly all of the course managers felt that they
addressed trainee teachers' health and well-being well on their course, with only one saying that they
felt this could be improved. This was because they felt that they had effective pastoral systems in place,
including good liaison with placement schools about trainee teachers' well-being. Six commented that they49
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50also got to know their trainee teachers well, and this helped them to ensure trainee teachers' well-being.
In addition to the formal pastoral support system, other ways that interviewees stated that they dealt with
trainee teachers' well-being on the courses included:
l encouraging trainees to support each other and share experiences (n=5)
l good support services available at their institution which they signposted to trainee teachers (n=7)
l encouraging a work–life balance (n=3)
l health screening prior to the course (n=2)
l raising awareness of union support and employment rights (n=2)
l empowering students through the student liaison committee (n=1)
l talking to trainee teachers about time management and stress (n=3)
l giving trainees opportunities to slow down and take time out during training sessions, to help them
understand the importance of this for themselves and pupils (n=3).
Some of the course managers also mentioned speciﬁc initiatives that they had run to support the trainees'
pastoral care. These included:
l paired placements (n=1)
l mentoring support from previous trainees (n=1)
l school mentor training to raise their awareness of trainee health and well-being (n=3)
l supervision groups using a technique used in medicine to support GPs (n=1).
However, few of the course managers mentioned that they held speciﬁc sessions on aspects of teachers'
health such as mental health issues or aspects of living a healthy life (e.g. healthy eating and physical activity),
although seven of the course managers mentioned that, in some of the training sessions about pupil
health, they covered the topic as it related to both pupils' and the trainee teachers' health.Barriers to and facilitators of effective teacher training
In the interviews, the course managers identiﬁed a number of barriers to and facilitators of the delivery of
health training in ITT and we also inferred barriers and facilitators from their accounts. We categorised
these into the themes shown in Figure 8, which encapsulate the main issues that we identiﬁed. The themes
are now discussed in turn in terms of the barriers and facilitators relating to each.
Personal and organisational values, interests and background
The course managers' accounts highlighted how their values, priorities, interests and backgrounds, as well
as those of their colleagues, their organisation and placement schools, had inﬂuenced the content and
delivery of health and well-being on their courses. Table 21 provides a summary of the barriers and
facilitators cited by course managers that we categorised under this theme.Individual and organisational values and commitment
The interviewees' accounts suggested that the delivery of health training in ITT was sometimes dependent on
the commitment and personal values of the individuals involved. As discussed above, 13 of the course
managers expressed a holistic view of education, and 12 felt that it was important for teachers to develop an
understanding of the whole child. Two of the course managers also acknowledged that the role of teachers
in school is not limited to teaching an academic subject, but that teachers also often have a pastoral role,
and need to be aware of PSHE education and other health initiatives. Three of the interviewees said that they
and their colleagues (including colleagues who they worked with from external agencies) shared similar
beliefs about this. Their accounts suggested that these personal beliefs about the importance of health and
well-being had facilitated the inclusion of some aspects of this in their courses and, in some cases, had
helped to shape a course ethos that was centred around health and well-being in some form. Examples of
the latter included particular themes that the course managers and/or their colleagues considered to be
important being embedded throughout the course, such as SEN, behaviour management, children'sNIHR Journals Library www.journalslibrary.nihr.ac.uk
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FIGURE 8 The analytical themes that emerged from the course managers' views on the barriers to and facilitators of
the delivery of effective teacher training in health and well-being.
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was that these particular issues received a high level of attention on these courses:© Que
Health
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to: NIH
SouthaIn terms of preparing the trainees to teach young people, I think we, I think it’s really important. It’s
something that I’ve always been quite passionate about, particularly the idea that you’re not just an
academic within the school, as teacher you’ve got the role of being a tutor and having a pastoral
lead and making sure that you’re aware of the current issues in terms of PSHE, knowing how it links into
your subject, so we do quite a lot of how it’s across-curricular. So I think it kind of shapes the course.
SCITT 15, secondary phase
Personal background and interests
The course managers' accounts highlighted that their views and those of their colleagues about the
importance of health had often developed from health-related professional or personal experiences they had
had or from having worked, during the course of their teaching careers, with disadvantaged children or
simply having seen much of children's lives. These experiences had raised their awareness about aspects of
health, the link between health and education and the importance of focusing on the whole child, and
resulted in these being given more prominence in their courses:I just think it is that actually the group of us that work together believe in children, and there are a
signiﬁcant amount of us here who have been headteachers and have seen the best of children’s lives and
worst of children’s lives. And I think some of the people who are lucky enough to come to study at
university haven’t seen either of those things. And you need to be able to prepare them for that, and so
there is a real willingness for everybody to encourage everybody to think about it.
HEI 45, primary and secondary phasesGiven the broad nature of what health and well-being encompasses, it is difﬁcult for courses to cover
everything, and therefore people's backgrounds and interests also tended to inﬂuence the focus on
particular health topics in the curricula. For example, one course manager's work with people from ethnic51
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ABLE 21 Course managers' views on barriers to and facilitators of effective teacher training in health and
ell-being related to the theme ‘personal and organisational values, interests and background’
Individual and organisational values and commitment
Facilitators:
l They and/or the people they work with feel that it is
important and are committed to it (ITT providers)
(n=13)
l Health-related course ethos (ITT providers) (n=8)
Personal background and interests
Barriers:
l ITT provider staff having a teaching background (n=1)
l Trainee teachers lacking understanding about pupils'
lives and social issues (n=1)
l Lack of trainee teacher engagement (n=1)
Facilitators:
l Trainee teachers' interest and engagement in health,
including choosing health-related topics for
assignments (n=9)
l ITT provider staff having health-related experience or
interests (n=7)
l Trainee teachers' life experience and previous
professional experience (n=3)
Partner school priorities and local culture and geography
Barriers:
l Trainee teachers' experience of health on school placement
depends on how much of a priority or focus health is in the
school (placement schools) (n=12)
l Afﬂuent schools or schools being based in an afﬂuent
area, as health may not be so high proﬁle in these schools
(local culture and geography) (n=2)
Facilitators:
l Placement schools' focus on health (n=5)
l Local social diversity and deprivation, as health may be
more high proﬁle in these schools and providers can
access more local expertise (local culture and
geography) (n=3)
l Local issues prompted a focus on particular
health-related topics in the curricula (local culture and
geography) (n=2)
Note: bold text shows the people, organisations or social contexts that can inﬂuence health and well-being training in ITT
that each perceived barrier and facilitator is related to (these spheres of inﬂuence and how they are related to each other
are shown in Figure 7).
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wminorities had led her to give prominence to this issue in her course, including running a whole-day event on
diversity in the previous year.
Four of the interviewees highlighted that the trainee teachers' backgrounds could also be a facilitator or
present a challenge to their training in health. They told us that their trainee teachers came from a variety
of backgrounds and life experiences, and they felt that these experiences could impact on their
awareness and understanding of health issues:NIHRThe GTP students do seem to have a rooting in practice and what’s good for children, but I suspect it’s
because a lot of them have come up from being teaching assistants, and I think the route develops
people who have got this inbuilt sensitivity to children and their needs, and maybe have been quite
used to dealing with issues . . . So they seem to be quite switched on and quite responsive, in a way it
doesn’t seem to wash over them quite as much as it does BEds and PGCEs.
HEI 22, secondary phaseCompeting priorities
The course managers felt that one of the main challenges around incorporating health and well-being
into their courses was that there were competing demands on curriculum time, and also in their working lives
and those of the trainee teachers and other colleagues. A theme throughout the course managers' accounts
was that health was often seen to be or had to be treated as a lower priority area than other aspectsJournals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2of ITT. Table 22 provides a summary of the barriers and facilitators cited by course managers that we
categorised under this theme.
Level of priority placed on health
Many of the course managers felt that currently there was much uncertainty for ITT, with new educational
policy emerging from the coalition government, the National Curriculum review and the introduction of the
new teachers' standards. Many felt that that there had been a departure from policy that was supportive of
addressing health and well-being in education (e.g. they felt that the new QTS standards emphasised health
and well-being less than previously), and that there had been a move towards a greater focus on academic
subjects and attainment.
The course managers commented that the main current political priorities for education were subject
knowledge, SEN, behaviour management, EAL, black and minority ethnic groups and phonics. They said that
these priorities had to take precedence in their courses, as these were the areas that they were assessedTABLE 22 Course managers' views on barriers to and facilitators of effective teacher training in health and
well-being related to the theme ‘competing priorities’
Level of priority placed on health
Barriers:
l Government high priorities have to take precedence in
courses; health is a lower priority in current educational
policy (government policy) (n=15)
l ITT providers have to focus on preparing trainee
teachers in terms of subject knowledge and
pedagogical skills; health is a lower priority (n=8)
l The educational system channels teachers into focusing
on results and academic attainment; lack of importance
placed on children's health (wider educational culture)
(n=6)
l Trainee teachers prioritise their teaching and subject;
health is not a high priority for them (n=4)
Facilitators:
l Stipulation that topics have to be covered (e.g. child
protection) has been a facilitator (government policy)
(n=8)
l Stipulation that topics have to be covered would be a
potential facilitator (government policy) (n=1)
l Government priorities and initiatives can facilitate (e.g.
adding health to the NQT survey) (government policy)
(n=5)
l Current government policy, political climate and
agenda has been a facilitator (n=1)
l New government policy may potentially facilitate
health training in ITT, e.g. through focus on behaviour
and more ﬂexibility in the new teachers' standards (n=3)
l Making some aspects compulsory for all trainees has
been a facilitator (ITT providers) (n=4)
l Current government priorities (e.g. SEN, behaviour
management) are a way into delivering health
(government policy) (n=3)
Time
Barriers:
l Lack of time and space in the ITT curriculum (ITT
providers) (n=16)
l Competing demands and expectations placed on ITT
providers, placement schools and external agencies
(n=8)
l Timetable and logistics (ITT providers) (n=5)
l They have experienced resistance from external agencies
to being involved (n=1)
l Resistance from external agencies to being involved is a
potential barrier (n=1)
l Space in placement school timetable (n=1)
Facilitators:
l Looking at what is possible within the time and funds
available and working within constraints to deliver some
health content (ITT providers) (n=6)
Note: bold text shows the people, organisations or social contexts that can inﬂuence health and well-being training in ITT
that each perceived barrier and facilitator is related to (these spheres of inﬂuence and how they are related to each other
are shown in Figure 7).
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54against in OFSTED inspections and the NQT survey, and these could also impact on funding and the number
of initial teacher education places allocated to institutions each year:NIHRIt’s [health and well-being] dropped off the radar of this current government. And one of the things as a
provider, and this is what’s quite difﬁcult really, is that providers are required to follow DfE guidance.
They’re not required to, in the sense that there’s nothing stopping them doing these things, but . . .
there’s a limited amount of time and if you don’t show that your programme is emphasising the
government’s priorities, then when OFSTED come along you’re in trouble. So it’s, it’s that that drives it,
or that’s what’s driven, drives it out really.
EBITT 6, secondary phaseFifteen of the course managers said that the lower priority given to health by new government educational
policy made it more difﬁcult for them to justify its inclusion in their courses. The personal importance
placed on it by some of the course managers and their staff meant that, despite these pressures, time was
made for it on their courses to some extent. Even so, these individuals also acknowledged that the realities
of the time available meant that, because of the perceived lower proﬁle of health in educational policy,
they would probably not be able to cover health to the extent that they would like in the future, and some
had already had to reduce the health-related content of their courses.
When the course managers talked about government policy as a facilitator, they tended to talk about
previous policy – especially ECM (see Integration of education and health) – or the changes that the
government could make in the future to encourage a focus on health, such as adding health-related
questions back into the NQT survey. One course manager also commented that the current policy focus on
SEN and behaviour management could be a potentially facilitating factor in the inclusion of health in courses,
as it might help raise the status of health topics. Another felt that, as the new standards were written in a
more general way than the previous ones, this might enable some local ﬂexibility:They are focusing on pupils making progress, and actually you can’t make progress if you’re not in a
good place, whether that’s you know you’re not eating the right things or you’re mentally not well, so
actually, and I think that . . .we’ll be able to use those then to change some of the things that we do.
HEI 45, primary and secondary phasesThree interviewees also said that the new areas of priority could be used as ‘ways in’ to delivering health.
They described ways that they were adapting their courses to retain a focus on health by addressing
the health-related aspects of SEN, disability and behaviour, or by reframing what they already did around the
new areas of government priority.Time
One of the most frequently mentioned challenges by course managers was the lack of adequate time and
space to address health and well-being in their courses (mentioned by 16 interviewees). They felt that
the range of areas that they had to cover to address government priorities and the need to prepare teachers
in terms of their subject knowledge and pedagogical skills left little room to deliver training on some
of the wider aspects of teaching life:Even though I do think it’s important . . .ultimately, the vast majority of the time they spend teaching their
subject and the kind of the pressures put onto teachers with the OFSTED framework and
learning and progress . . . all of those things now have to take priority. And just getting them to the point
where they can use those really efﬁciently and effectively takes the vast majority of our training time.
SCITT 15, secondary phaseThe course managers said that the competing demands on time were particularly a barrier to covering health
in depth on 1-year PGCE and GTP programmes. Another perceived challenge for GTP programmes was
that trainees spent less time in centrally based training than trainees on other courses.Journals Library www.journalslibrary.nihr.ac.uk
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on courses, but the realities of ITT meant that this was not always possible. In this context, six of the
course managers had managed to ﬁnd ways (compromises) to deliver health within these constraints.
For example, at two institutions they managed to cover a number of health topics by students self-studying
topics and then presenting to each other on them. Finding these compromises facilitated the inclusion of
health on some courses.Integration of education and health
We found from the course managers' accounts that a more integrated approach to education and health
was generally perceived to be a facilitator to teacher training in health and well-being. This included the
extent to which those involved in ITT and education treat education and health as separate compared with
the extent to which a more holistic approach is taken or promoted (e.g. within courses or led by the
government). Table 23 provides a summary of some of the barriers and facilitators cited by course managers
that we categorised under this theme.Integration of education and health in government policy
The course managers' accounts highlighted that previous government policy which embedded health in
education and promoted interprofessional working and a holistic approach had aided the inclusion of health
training in ITT. Six stated that ECM had been particularly successful in doing this. They felt that it had
helped to raise the proﬁle of health and make it a higher priority for ITT providers, trainee teachers and
schools. Some felt that it had also helped to raise educational personnel's awareness of children's health and
had promoted a more holistic and integrated approach in education:TABLE 23 Course managers' views on barriers to and facilitators of effective teacher training in health and
well-being related to the theme ‘integration of education and health’
Integration of education and health in government policy
Barriers:
l Archiving of ECM (government policy) (n=5)
Facilitators:
l ECM was a facilitator and previous government policy
raised education personnel's awareness of health (n=6)
Interprofessional, inter-agency and interdisciplinary working
Barriers:
l Lack of interdepartmental collaboration at ITT provider
(n=2)
l Never thought about working with health professionals;
they tend to focus on education people when engaging
external expertise (ITT providers) (n=2)
Facilitators:
l Interprofessional, inter-agency and interdisciplinary
collaboration has been successful (ITT providers and
agencies) (n=10)
l Interprofessional, inter-agency and interdisciplinary
collaboration would be a potential facilitator (ITT
providers and agencies) (n=2)
Acceptability of health promotion in education
Barriers:
l A minority of trainee teachers do not see health as part
of their remit (n=2)
l Schools sometimes do not see health as part of their
remit (wider educational culture) (n=1)
l Drugs seen to be an unacceptable topic to cover in
education (wider educational culture) (n=1)
Note: bold text shows the people, organisations or social contexts that can inﬂuence health and well-being training in ITT
that each perceived barrier and facilitator is related to (these spheres of inﬂuence and how they are related to each other
are shown in Figure 7).
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NIHROh well I think the Every Child Matters agenda . . .with all that exciting talk about partnership working
and looking after the whole child, of connecting up services, that meant that there was a push in schools
to do something about that, so that meant there was a period of time . . .when school nurses
were talking to trainees, police ofﬁcers were talking to trainees, truancy ofﬁcers were talking to trainees
when they were in school . . . so I would say that was a positive, but it’s turning into a bit of a
challenge now, because it feels like it is, it’s not, it’s not disappeared, but it’s I think dissipating.
HEI 27, secondary phaseThe course managers felt that there had been a move towards a disconnection between education and
health in current government policy. However, three course managers commented that, despite this,
they felt (or hoped) that the legacy of ECM would remain in education and their courses, with some saying
that the essence of it would still be covered in their courses even if it did not have the same name.
In this sense, ECM continued to be a facilitator in some ways.Interprofessional, inter-agency and interdisciplinary working
As discussed above, 10 of the course managers felt that working with people from other agencies or departments
with health-related expertise had been particularly successful on their courses. Some of the course managers
at HEIs acknowledged that there was often a wealth of health-related expertise and input immediately available at
their institution in other departments and faculties (e.g. medicine). Although raising the possibility
of working with people from other departments in the interviews, only two of the course managers said they had
done so. Two course managers felt that they could do more cross-disciplinary working and that this
would be a potential facilitator. One course manager had tried to link with the health department at her
institution but had found it difﬁcult to arrange because of conﬂicting university timetables and a lack of staff time.Acceptability of health promotion in education
Two interviewees commented that a minority of trainee teachers did not feel that health was part of their
remit and that this could present a challenge. One course manager said of some workshops on health that
the trainee teachers had run:The feedback was vitriolic I would suggest from two particular subject pathways [English and Religious
Education], where they genuinely did not see it as their brief to address health. It was outside their remit,
it was outside their knowledge base. They felt that advice they might give might be wrong.
HEI 11, secondary phaseIn this instance, the course manager described the trainee teachers' concerns as being centred on a lack of
knowledge and worries about dealing with sensitive issues. These trainee teachers did recognise that in their
role as a tutor they may need to deal with children's well-being issues, but they saw their role as one of
referring identiﬁed problems onto someone else. A point for discussion that this raises is also the extent to
which addressing health and well-being issues should fall within the remit of teachers and where the
boundaries lie between their role and other professionals' roles.Access to expertise and knowledge
The course managers felt that having access to health-related expertise and knowledge was a facilitator of
delivering health on their courses, whereas a lack of access to this kind of expertise and knowledge was
perceived to be a barrier. Table 24 provides a summary of some of the barriers and facilitators cited by course
managers that we categorised under this theme.
Comfort and confidence with and understanding of health issues and topics
Five of the course managers felt that ITT provider staff sometimes lacked conﬁdence and knowledge to be
able to deliver health topics effectively, and this was why some valued the specialist knowledge brought by
external input. When some course managers and ITT staff had health-related professional or personalJournals Library www.journalslibrary.nihr.ac.uk
TABLE 24 Course managers' views on barriers to and facilitators of effective teacher training in health and
well-being related to the theme ‘access to expertise and knowledge’
Comfort and confidence with and understanding of health issues and topics
Barriers:
l Lack of knowledge, comfort/conﬁdence and reﬂection
among trainee teachers, including a lack of
understanding of the wider role of education (n=6)
l ITT provider staff lack conﬁdence, expertise and
knowledge (n=5)
l Placement school staff and mentors lack expertise and
knowledge (n=4)
l General lack of comfort/conﬁdence with or knowledge
about health among teachers (wider educational culture)
(n=2)
Facilitators:
l ITT provider staff expertise in health (n=6)
l Trainee teachers' comfort/conﬁdence with health
topics (n=2)
Having and making contacts
Barriers:
l They have had difﬁculties in making contacts to bring in
external expertise (ITT providers) (n=3)
l They anticipate that making contacts to bring in external
expertise will be difﬁcult; they do not know who to
approach (ITT providers) (n=5)
Facilitators:
l They and/or their staff have contacts to bring in
external expertise (ITT providers) (n=11)
l Having contacts to bring in external expertise would
be a potential facilitator (n=1)
Knowledge and expertise of trainers from external agencies
Barriers:
l A trainer they worked with from an external agency lacked
conﬁdence and experience to deliver training to teachers
(external agencies) (n=1)
l Trainers from external agencies lacking conﬁdence and
experience is a potential concern when considering
working with external agencies (n=2)
l Sometimes trainers from external agencies they have
worked with have lacked an understanding of education
and trainee teachers' needs (n=1)
l Trainers lacking an understanding of education or trainee
teachers' needs is a potential concern when considering
working with external agencies (n=1)
l Placement schools are working with outside agencies
less (n=1)
Facilitators:
l Good trainers from external agencies (n=4)
l Trainers from external agencies bring specialist
knowledge and immediate experience (n=3)
Resources and information
Barriers:
l Fewer information ﬂyers are being sent out by external
agencies than previously (n=2)
l Lack of networking meetings for PSHE education and
health (agencies) (n=1)
Facilitators:
l There are some good resources and information
available to support delivery (e.g. SEAL materials,
Teachers TV) (government policy and agencies)
(n=5)
l Making more good resources available would be a
potential facilitator (government policy and
agencies) (n=3)
l Networking events for PSHE education and health
education (agencies) (n=1)
Note: bold text shows the people, organisations or social contexts that can inﬂuence health and well-being training in ITT
that each perceived barrier and facilitator is related to (these spheres of inﬂuence and how they are related to each other
are shown in Figure 7).
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58backgrounds this was a facilitator, as their experiences had given them the knowledge to be able to teach
these topics.
Six of the course managers felt that trainee teachers also often lacked understanding and were not
comfortable or conﬁdent with health topics (with two commenting that this was also the case among
teachers generally in the wider educational culture) and that this presented a challenge. The course
managers said that the trainee teachers were especially concerned about teaching SRE and that younger
trainee teachers often felt particularly awkward about this. The course managers suggested that this was due
to their lack of knowledge. They suggested that the trainees were more comfortable with topics that they
were more familiar with, such as alcohol, and comfort with the topics was a facilitator:NIHRThe students are . . .well I think are more comfortable, I guess I’m saying more familiar with, that alcohol,
they tend to have a lot of questions about alcohol abuse. I think in the media it tends to be a lot about
young children in particular. So when we looked at drugs, I think alcohol as one of a drug group is
something the students can talk about.
HEI 29, primary phaseKnowledge and expertise of trainers from external agencies
As discussed above, 10 of the course managers said that accessing the expertise and knowledge of people
from external agencies had particularly facilitated the delivery of health training on their courses. Four of
the course managers emphasised, however, the importance of having access to people with the right
experience and skill set to deliver content to trainee teachers. They felt that it was especially important to
know that the trainers would be good because, given the time pressures on courses, often a session was
the only opportunity to deliver a subject and it needed to be effective. Most of the course managers felt that
the people who they had worked with from external agencies on their courses had been very good and
engaging trainers. Two, though, expressed concern that people from outside agencies may not necessarily
understand the trainees' needs.And I think I particularly like it when they’re teachers or headteachers from our partnership, because they
are likely to understand the students’ needs rather better . . . People who come completely from a
separate agency don’t always have a sense of where our students are coming from.
HEI 42, primary phaseHaving and making contacts
An important facilitator of working with external agencies was having contacts and making contact with
external organisations. Eight of the course managers had made contact with external organisations through
their or their colleagues' personal and professional contacts (e.g. from their previous health-related jobs,
teaching jobs in local schools or personal role as a school governor). One course manager mentioned that, on
her course, the staff had developed a list of external organisations who had hosted successful alternative
placements for the trainee teachers and who could be asked to input into the centrally based training. Four
of the course managers had simply approached external organisations without any prior contact to see if
they would be willing to be involved. The organisational structure of a course could also help course
managers make contact with external expertise. Three said that they had brought in external expertise from
their placement schools through developing close relationships with these schools during the course of their
work. Furthermore, two of the EBITT course managers felt that having a local authority presence on their GTP
courses had been useful for identifying and making contact with external expertise:We’re at a huge advantage in that we’re a local authority provider, so we are embedded within the Local
Authority, so we have contacts with the consultants, we have contacts with the local authority
safeguarding ofﬁcer, and those are just there and just established.
EBITT 9, primary and secondary phasesJournals Library www.journalslibrary.nihr.ac.uk
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who to contact and there was a lack of information about who to approach for this kind of work.How initial teacher training is organised
The course managers' accounts suggested that aspects of how their courses and ITT in general were
structured or organised could be enablers of or barriers to the delivery of health and well-being training.
Table 25 provides a summary of some of the barriers and facilitators cited by course managers that we
categorised under this theme.
Course structure and organisation
There was a mix of feelings among the course managers about whether or not school-based training was a
facilitator of training in health. One HEI course manager felt that the government's move to more
school-based training could be a potential facilitator, as the trainee teachers were often focused on their lives
in school and training within the school context might make health issues more pertinent to them.TABLE 25 Course managers' views on barriers to and facilitators of effective teacher training in health and
well-being related to the theme ‘how ITT is organised’
Course structure and organisation
Barriers:
l Course structure and organisation (e.g. length of course,
department course is based in, employment- or
non-employment-based route) (ITT providers) (n=7)
l Move to more school-based training could be a
potential barrier (government policy) (n=4)
l Trainee teachers do not like having to choose
workshops (ITT providers) (n=2)
Facilitators:
l They have a good pastoral support system
(ITT providers) (n=13)
l Course structure and organisation (e.g. length of course,
department course is based in, employment- or
non-employment-based route) (ITT providers) (n=12)
l Move to more school-based training could be a potential
facilitator (government policy) (n=3)
l Regular review of how health is approached and
addressing previous gaps in provision (ITT providers)
(n=2)
l Having a designated person with responsibility for health
would be a facilitator (ITT providers) (n=1)
l Materials on intranet (ITT providers) (n=1)
Funding
Barriers:
l A lack of funding has been a barrier to the delivery of
health (government policy) (n=9)
l Government cuts, including cuts to the budgets of some
external agencies, which meant that fewer (low-cost)
external resources were available to ITT providers
(government policy) (n=7)
Facilitators:
l Free or minimal cost support, including favours from
personal contacts, has been a facilitator (ITT providers
and agencies) (n=12)
l Funding for training would be a potential facilitator
(government policy) (n=4)
Variability in delivery
Barriers:
l Trainee teachers' opportunities to teach PSHE or
experience health initiatives on school placement
depend on individual circumstances and the school
(ITT providers) (n=14)
l Depends on trainee teachers' subject (ITT providers)
(n=4)
l There is no consistency in how different ITT providers
address health (government policy) (n=2)
Facilitators:
l Subject curriculum includes health knowledge and skills
(ITT providers) (n=2)
Note: bold text shows the people, organisations or social contexts that can inﬂuence health and well-being training in ITT
that each perceived barrier and facilitator is related to (these spheres of inﬂuence and how they are related to each other
are shown in Figure 7).
59
© Queen's Printer and Controller of HMSO 2013. This work was produced by Shepherd et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science Park,
Southampton SO16 7NS, UK.
INTERVIEWS WITH TEACHER TRAINING PROVIDERS
60Others also commented that the move to more school-based training might mean that trainee teachers
gained more experience of health issues during their training, as they would be spending more time in
school. However, others, including current course managers at EBITTs, felt that this was a potential barrier
because of the extent to which trainee teachers encountered health on placement being highly variable
and context dependent, and they felt that school staff may not necessarily have the skills or capacity to
address health.Funding
A lack of funding was cited as a barrier to the delivery of health and well-being training by nine of the
course managers. Some commented that it would be helpful if the government made funding speciﬁcally
available for health activities, including health training for ITT provider staff (mentioned by four interviewees).
They said that hiring external speakers and running special all-day events were particularly costly. In some
cases, when they had set up particular health initiatives the funding had run out for these and they had
to be stopped.
The current economic climate also presented a challenge to the delivery of health and well-being training
on courses as a number of the courses were operating on fewer resources, having undergone a reduction
in their trainee teacher numbers for the current year. This meant that some of the health-related
initiatives that had previously been in place were not sustainable:TAB
well
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l
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NIHRWe can’t do special days, which is what we would have done and what we certainly did, and we would
have continued that, because it was very successful, but this year it’s been and it’s going to get worse . . .
Because they’ve cut the numbers of graduate teacher programme people, so if you have fewer trainees,
you’re going to have less money. So I can’t see it getting any better.
EBITT 6, secondary phaseCommunication and relationships
We found that communication between and within organisations could be a facilitator of the delivery of
health on courses, whereas a lack of communication was a barrier. Table 26 provides a summary of some of
the barriers and facilitators cited by course managers that we categorised under this theme.LE 26 Course managers' views on barriers to and facilitators of effective teacher training in health and
-being related to the theme ‘communication and relationships’
riers:
ITT providers' relationships and communication with
placement schools, including lack of or limited
monitoring of the health training that trainee teachers
receive on school placement (n=7)
ITT provider does not seek feedback from trainee
teachers about their training in health (n=1)
Trainee teachers not disclosing medical conditions
(n=1)
Facilitators:
l Trainee teachers' health: regular contact with ITT
provider and other students; they know their trainee
teachers well (n=6)
l Good links with placement schools has been a
facilitator, including good liaison about trainee teachers'
well-being (ITT providers) (n=9)
l Close links with placement schools would be a potential
facilitator (n=1)
l Staff communication about ideas for developing the
training offered and about trainee teachers' health (ITT
provider) (n=3)
l Obtaining feedback from trainee teachers about their
health training and listening to their needs (ITT
providers) (n=2)
l Team approach to planning or provision of health training
(ITT providers) (n=2)
l Trainee teachers' conﬁdence to come forward about
their problems (n=1)
e: bold text shows the people, organisations or social contexts that can inﬂuence health and well-being training in ITT
t each perceived barrier and facilitator is related to (these spheres of inﬂuence and how they are related to each other
shown in Figure 7).
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provider and placement schools about health training. As discussed above, in addition to the course
managers saying that trainee experiences of PSHE or health on school placement were variable and
dependent on individual circumstances, many were unclear about what trainees covered on placement. They
commented that their placement schools were also not always aware of the centrally based training that
trainee teachers received. The course managers felt that building a shared understanding and knowledge of
the training received at each was easier to achieve if there were only a small number of schools in the
partnership and if these were schools who regularly took students.
Although some of the course managers suggested that there was poor communication between the provider
and placement schools about health training, many felt that they had good relationships and systems in
place for communicating about trainee well-being:TAB
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l
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to: NIH
SouthaWe have the close contact with schools so that if schools pick up on anything, we’re in contact with each
other quickly and so that we'll deal with it together.
EBITT 9, primary and secondary phasesFurthermore, three of the providers told us that, during their school mentor training, they raised mentors'
awareness of issues related to trainee health and well-being. This was because they felt that this was
something that it was important for mentors to understand.Summary of most frequently mentioned barriers and facilitators
Table 27 summarises the most commonly mentioned barriers and facilitators across all of the themes
(mentioned in 10 or more of the interviews).
Summary
l We conducted 18 interviews with 19 course managers who responded to the online questionnaire to
ﬁnd out more about how they covered health and well-being on their courses and the barriers to and
facilitators of this.
l Many of the course managers held a holistic view of education and acknowledged the importance of
trainee teachers developing an understanding of the health and well-being of pupils.LE 27 Barriers and facilitators most commonly mentioned by course managers
riers Facilitators
Lack of time and space in the ITT curriculum (ITT
providers) (n=16)
Government high priorities have to take precedence in
courses; health is a lower priority in current educational
policy (government policy) (n=15)
Trainee teachers' opportunities to teach PSHE or
experience health initiatives on school placement
depend on individual circumstances and the school (ITT
providers and placement schools) (n=14)
Trainee teachers' experience of health on school
placement depends on how much of a priority or
focus health is in the school (placement schools)
(n=12)
l They and/or the people they work with feel that it is
important and are committed to it (ITT providers)
(n=13)
l They have a good pastoral support system (ITT
providers) (n=13)
l Course structure and organisation (e.g. length of course,
department course is based in, employment- or
non-employment-based route) (ITT providers) (n=12)
l Free or minimal cost support, including favours from
personal contacts, has been a facilitator (ITT providers
and agencies) (n=12)
l They and/or their staff have contacts to bring in external
expertise (n=11)
l Interprofessional, inter-agency and interdisciplinary
collaboration has been successful (ITT providers and
agencies) (n=10)
e: bold text shows the people, organisations or social contexts that can inﬂuence health and well-being training in ITT
t each perceived barrier and facilitator is related to (these spheres of inﬂuence and how they are related to each other
shown in Figure 7).
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62l There was variability in how health and well-being was covered across providers and courses. On some
courses some health topics were incidentally or implicitly addressed as part of other aspects of the course,
whereas in others they were more integrated into the curriculum or discrete sessions were provided (or
there was a mix of these approaches). Speciﬁc health and lifestyle issues such as healthy eating, alcohol and
drugs education, physical activity and smoking prevention appeared to receive less attention on courses
than other health topics, and there was wide variability in the methods used to address these topics.
l A particular issue that we identiﬁed was that trainee teachers' experience of teaching PSHE education or
exposure to health initiatives on school placement was also inconsistent, with this often being dependent
on individual circumstances and the priorities of the school in which they were placed. Many of the
course managers were also not clear about the nature of the training that trainee teachers received on
placement and their accounts suggested that communication between the provider and the placement
schools about this could be improved.
l We identiﬁed some examples of what could be considered innovative practice, including a whole-day
health event run in collaboration with health professionals, an interprofessional working day run by
students with a social work background from another course and alternative placements in
health-related settings.
l Speciﬁc funding for health training was not available to any of the course managers whom we
interviewed, and their accounts suggested that health training in ITT was often reliant on free support.
l Only seven of the course managers reported that they speciﬁcally assessed trainee teachers' learning in
relation to some health and well-being topics, although 10 reported that they assessed this against the
current QTS standards.
l Most of the course managers felt that they addressed trainee health and well-being well on their courses,
and this was usually because they felt that they had effective pastoral support systems in place. Some also
had speciﬁc initiatives in place to help address trainee teachers' health, including school mentor training.
However, few course managers mentioned that they held speciﬁc sessions on aspects of teachers' health
such as mental health issues or aspects of living a healthy life, suggesting that, again, these topics
received less attention in ITT.
l Working with external agencies or other departments to deliver some aspects of health training was
viewed by the course managers to have been particularly successful on their courses. Other commonly
mentioned facilitators of the inclusion of health and well-being on courses included the importance
placed on it by ITT staff and their commitment to it, having contacts to bring in external expertise and
having free or low-cost support.
l Commonly mentioned barriers to the delivery of health and well-being training included lack of time and
space in the ITT curriculum and that health was a lower priority area in current educational policy.
l The course managers also highlighted that trainee teachers could also impact on the health training that
they received through, for example, the pre-existing knowledge that they brought to courses and their
level of interest in and engagement with health issues.
l As with the survey reported in Chapter 3 (from which interviewees were drawn), it should be recognised
that the course managers responding may be considered to be generally supportive of health and
well-being in ITT. This support may not necessarily be as widespread in practice.NIHR Journals Library www.journalslibrary.nihr.ac.uk
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mapping of teacher training studies
To reiterate, the questions that this research sought to answer were:
l In what ways does teacher training prepare teachers to promote health and well-being in schools?
l How effective are interventions to train and support teachers in health?
l What are the barriers to and facilitators of effective training and delivery?
The systematic review (along with the survey) was designed to answer all three of these questions. The ﬁrst
stage of the systematic review was a descriptive map of the research evidence, involving the systematic
application of keywords to studies identiﬁed from a sensitive literature search.
Preliminary scoping work conducted before this project began suggested that the evidence base in this area was
diverse in terms of health topics, country, level of education and types of outcomes and processes investigated.
As there had been limited published evidence syntheses of this topic it was therefore considered that a descriptive
mapping of the topic would be a useful starting point to provide a greater understanding of the research
that has been published, and to determine which issues to focus on in a synthesis. Descriptive mapping has been
successfully applied in a number of published systematic reviews of complex health and education
interventions as a means of characterising the evidence base to facilitate a focused policy-relevant synthesis.45–49Methods
Literature searching
A highly sensitive search strategy was devised and tested on MEDLINE by an experienced information
scientist. The strategy comprised a mixture of free-text words and controlled vocabulary terms (Medical
Subject Headings). Once ﬁnalised, the MEDLINE strategy was then adapted for use on other available
bibliographic databases (see Appendix 4 for the MEDLINE search strategy). The following databases were
searched, with database platform and search dates in parentheses:
l MEDLINE (Ovid) (database inception to April 2011)
l MEDLINE In-Process & Other Non-Indexed Citations (Ovid) (May 2011)
l EMBASE (Ovid) (database inception to April 2011)
l The Cochrane Library [Cochrane Database of Systematic Reviews, Cochrane Central Register of
Controlled Trials, Database of Abstracts of Reviews of Effects (DARE), NHS Economic Evaluation
Database] (May 2011)
l The Campbell Library (May 2011)
l C2-SPECTR (The Campbell Collaboration Social, Psychological, Educational, and Criminological Trials Register)
l Cumulative Index to Nursing and Allied Health Literature (CINAHL) (EBSCO) (1982–May 2011)
l PsycINFO (EBSCO) (database inception to May 2011)
l Social Sciences Citation Index (Web of Knowledge) (1970–May 2011)
l Conference Proceedings Citation Index – Social Science & Humanities (CPCI-SSH) (Web of Knowledge)
(1990–May 2011)
l Education Resources Information Center (ERIC) (ProQuest Dialog Datastar) (1986–May 2011)
l EPPI-Centre databases (TRoPHI/Evidence Library) (June 2011)
l British Education Index (ProQuest Dialog Datastar) (1975–May 2011)
l Australian Education Index (ProQuest Dialog Datastar) (1979–May 2011)
l International Bibliography of the Social Sciences (CSA) (May 2011)
l Sociological Abstracts (CSA) (May 2011).63
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64No language restrictions were applied to the search.
The following websites were searched (in May 2012) for potentially relevant literature:
l Schools for Health in Europe (www.schoolsforhealth.eu/)
l Excellence Gateway (www.excellencegateway.org.uk/)
l Current Education & Children's Services Research (www.ceruk.ac.uk/)
l British Educational Research Association (www.bera.ac.uk/)
l National Institute for Health and Care Excellence (www.nice.org.uk/)
l NHS Evidence (www.evidence.nhs.uk/).
The reference lists of relevant systematic reviews identiﬁed by the searchwere checked for additional potentially
relevant studies. All publications of studies included in the synthesis were checked for citations to potentially
relevant studies that were not already identiﬁed through the sources mentioned above. All references (except
those from the EPPI-Centre databases and from websites) were downloaded into a Reference Manager
database (version 12; Thomson ResearchSoft, San Francisco, CA, USA) for storage and retrieval.Inclusion screening
Round 1: screening on titles and abstracts
The inclusion criteria for the ﬁrst round of screening were intended to be broad, to fully map the varying
characteristics of the evidence base in this area. To be included in the ﬁrst stage of the review (the descriptive
mapping) references had to mention all of the following:
1. Health and well-being within schools.
¢ This could include any aspect of pupils' or teachers' health and well-being, from speciﬁc topics
(e.g. drugs, alcohol, sex education, safety, bullying, mental and emotional health) to broader aspects
(e.g. life skills training, youth development, ﬁnancial and economic education, careers education,
citizenship education). Mention only of PE without reference to health was not sufﬁcient for inclusion.
Studies that reported teacher training without reference to their role as promoters of health were not
included. Studies of children and young people with existing illnesses or conditions (e.g. behavioural
disorders such as attention deﬁcit hyperactivity disorder or physical conditions such as asthma) were
not eligible for inclusion (although studies in which teachers were trained to identify children with
previously unrecognised illness and refer to specialist care were eligible). Violence prevention/
behaviour management studies were included if conducted within the context of health (e.g. to
reduce bullying and improve mental and emotional health). If these studies were only about
improving classroom behaviour and educational outcomes they were not included. Other topics
excluded if there was no explicit mention of health and well-being included science education,
compensatory education (programmes for socioeconomically disadvantaged young people),
environmental education and social and interpersonal skills development.
¢ References mentioning primary and secondary schools and further education colleges were eligible,
but not those mentioning higher education (i.e. university) or preschool. References reporting
activities in other settings (e.g. at home, the community, health services) in addition to schools were
eligible for inclusion.
2. The training of teachers (including head teachers) in relation to the promotion of health and well-being in
schools. Studies had to report details of the training received, rather than only stating the occurrence of
training (therefore excluding references that just describe the proportion of teachers who have
received training, or which survey teachers to assess their knowledge, attitudes, etc. about health and
well-being) and/or the implementation of the promotion of health and well-being in schools by teachers
(e.g. their general experiences of teaching around health and well-being; any difﬁculties that they
experienced in teaching; the curriculum materials; their professional development; their views on theNIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2health and well-being aspect of the curriculum). This criterion was broader than the issue of teacher
training (the main focus of this study) and was included in the event that the volume of literature focusing
on training was insufﬁcient for evidence synthesis (see Round 2: screening of full papers).
3. Research into the processes and/or outcomes of (2).
¢ Research designs could include intervention evaluations [e.g. randomised controlled trials, quasi or
non-randomised controlled trials, controlled before-and-after studies, uncontrolled studies and
systematic reviews of these studies (systematic reviews to be included for reference checking only)] or
non-intervention research (e.g. surveys, questionnaires, interviews, focus groups). Not included were
commentaries, editorials, non-systematic review articles, teaching resources, guides, book reviews,
curricula descriptions, research protocols/proposals (e.g. research in progress), conference summary
reports and bibliographies.
¢ Examples of relevant processes could include acceptability to the teachers of the training and of the
health-promotion intervention itself (e.g. appeal, enjoyment, relevance to professional goals and
personal values); resources and costs used to train the teachers; implementation of the training
programme/the health-promotion intervention.
¢ Both teacher and pupil outcomes were relevant. Examples of teacher outcomes included knowledge
of health in general and of the speciﬁc health topic to be addressed; skills (e.g. ability to teach health-
related behaviour change skills); and conﬁdence/self-efﬁcacy to provide health-promotion
intervention. Examples of pupil outcomes included knowledge, attitudes, behavioural intentions;
health-related behaviour change; and biological and physical outcomes (e.g. weight change).
Researchers used an inclusion/exclusion worksheet containing the criteria for screening speciﬁed above
(see Appendix 5). Initially all titles and abstracts were screened alphabetically in batches of 500 by two
researchers independently, with disagreements resolved through discussion. The batches were distributed
amongst a subset of the research team (JS, KP, JP, DH and SD) in various pairwise combinations. After
approximately 4900 (30%) references had been screened it was decided that the remaining references
would be screened by one researcher with a random 10% sample independently screened by a second
researcher. This decision was taken as inter-rater reliability was adequate (<10% disagreement rate) and to
keep the project manageable. Again, references were screened in a pairwise fashion in batches of 500, with
a random 10% of each batch independently screened by the second researcher.
References to studies published before 1990 were not retrieved for further inspection (n=334). This was
decided part way through screening titles and abstracts to keep the workload manageable, and also because
more recent studies were considered to be of possible greater relevance.Round 2: screening of full papers
All papers retrieved for further inspection were screened by one researcher and checked by a second.
The inclusion criteria applied to full papers were similar to those used for titles and abstracts, with two minor
revisions (see Appendix 5). First, to be included papers no longer needed to fulﬁl the following criterion:
reporting on the implementation of the promotion of health and well-being in schools by teachers (e.g. their
general experiences of teaching around health and well-being; any difﬁculties that they experienced in
teaching; the curriculum materials; their professional development; their views on the health and well-being
aspect of the curriculum). This criterion was originally included in case there was an insufﬁcient number of
studies reporting speciﬁcally on teacher training and health. In such circumstances the project was designed
to take a broader perspective by reviewing the evidence base on teachers' more general experience of
addressing health in schools (i.e. not within the context of teacher training). However, on completion of
screening of titles and abstracts it was apparent that there was likely to be an adequate number of studies
speciﬁcally about teacher training to ensure a meaningful evidence map and synthesis. Restricting inclusion
to studies of teacher training helped keep the review focused and more manageable.65
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66The other change that was made to the inclusion criteria for full papers was a stipulation for an adequate
level of detail on the training. This criterion excluded studies that, for example, reported associations
between whether or not teachers had previously received training in a particular area of health and
well-being and teacher/pupil outcomes, but did not provide any detail about what the training involved. It
was considered that this review would not be able to meaningfully assess effectiveness and barriers and
facilitators without an adequate description of the training received. Judging the adequacy of reporting can
be subjective, but in general reviewers looked for sufﬁcient detail on the training provider, the content and
format of the training and the outcomes and processes measured. In cases of doubt over adequacy of
reporting, the reviewers discussed and came to a consensus.
The inclusion criteria for full papers were piloted on a total of 75 full papers before being ﬁnalised. Only
minor revisions were required following piloting.
In summary, the inclusion criteria applied to full papers for inclusion in the map were:
1. health and well-being in schools
2. the training of teachers in relation to the promotion of health and well-being in schools and an adequate
description of the training provided
3. research into the processes and/or outcomes of (1) and (2) (e.g. controlled evaluations, surveys).Development of the keywording tool
The keywording tool was devised speciﬁcally for use in this study, although it was based on similar
keywording tools used in other systematic reviews in health.45,47 It was designed to be able to characterise all
aspects of the studies considered to be relevant to the aims and objectives of this investigation. A list of
descriptive keywords to characterise studies meeting the ﬁrst two rounds of inclusion screening was
therefore generated. The keywords were grouped according to a number of speciﬁc aspects of the studies,
including basic study details and country, health topic area, study design, level of education, teaching
qualiﬁcation status (e.g. pre-service, in-service), training content and format, training intensity and duration,
types of teacher trainer, use of theory and types of processes and outcomes examined. The tool itself was
built using Microsoft Excel 2010 software (Microsoft Corporation, Redmond, WA, USA).
A draft of the keywording tool was discussed by the project's advisory group, who suggested some additional
keywords, which were subsequently added. The keywording tool was piloted by applying it to a random
sample of 10 papers that had met the criteria in the two rounds of inclusion screening described above. The
keywords were assigned to each study by one reviewer and checked by a second. The two reviewers discussed
and resolved differences in keyword application, as well as the keywording instrument in general. Minor
modiﬁcations were made to the instrument before it was implemented in full on the studies meeting the
inclusion criteria.Application of the keywording tool
To ensure inter-reviewer reliability, each reviewer carried out a pilot run of keywords on the same 10 studies
used to pilot the keywording tool itself (see previous section). Any discrepancies with the keywords
applied in the pilot exercise were discussed and resolved before the reviewer began keywording in full on the
rest of the studies. Furthermore, to guide the reviewers many of the keywords were deﬁned with
explanatory notes to avoid any misinterpretation of meaning.
Each study report was read by a reviewer who then applied keywords from the keyword instrument based on
the information given by the study authors. The ﬁrst 30 papers were checked by a second researcher for
accuracy, with all differences in judgement resolved through discussion. Once the level of agreement was
considered satisfactory through discussion between the reviewers, the remaining studies were keyworded by
one researcher and a random sample of 20% was checked by a second researcher. The level of agreement
between researchers in the random sample (98%) was considered acceptable.NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Analysis of the keywords
The Microsoft Excel spreadsheet housing the keywording instrument was designed to enable frequencies
to be calculated for each keyword. Frequencies for each group of keywords were used as the basis for the
data tables presented in the following section. The spreadsheet was also designed to allow subsets of
studies with particular keyworded characteristics to be easily identiﬁed (e.g. studies keyworded as being
about drugs and alcohol, which were classiﬁed as outcome evaluations, in which the teachers were taught
skills for promoting health behaviour change). The purpose was to be able to generate various contrasting
subsets of studies that could be examined in more detail for potential in-depth synthesis (e.g. ‘scenarios’
that were proposed in Inclusion criteria, Chapter 6).Results of the literature searchThe original literature search of electronic databases generated a total of 20,281 references. Following
deduplication (to eliminate duplicate references identiﬁed from more than one source) the total number of
references to be screened was 16,620 (Figure 9).
After screening titles and (when available) abstracts, a total of 1050 (6%) references appeared relevant and full
papers were sought for further screening [of which 973 (93%) were able to be retrieved]. Electronic versions
of papers were sought online via academic journals, or via interlibrary loan when necessary. A total of 170 (16%)Round 2: full papers retrieved
for further screening
(n = 1050; 6%)
Round 1: titles and abstracts
screened; following de-duplication
(n = 16,620)
Total references identified from
electronic database searches
(n = 20,281)
Excluded (n = 757; 72%)
Full paper unobtainable (n = 77; 7%)
Unclear, i.e. non-English language (n = 38; 4%)
Unclear (n = 3; 0.3%)
Systematic review (n = 5; 0.5%)
Excluded
(n = 15,570; 94%)
Full papers meeting inclusion criteria
for descriptive map
(n = 170; 16%)
Studies meeting inclusion criteria for
in-depth systematic review
(See Systematic review stage 2:
synthesis of teacher training
studies)
(n = 20; 21 publications)
FIGURE 9 Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)212 flow chart.
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68references25,26,31,32,34,35,44,50–211,213 met the inclusion criteria for the descriptive mapping exercise. A total of 757 (72%)
full papers did not meet the inclusion criteria and were excluded. The most common reason for exclusion (around
70% of these papers) was that the papers did not report research ﬁndings on relevant processes or outcomes of
teacher training around health and well-being. These tended to be reports discussing health in schools that
mentioned teacher training to promote health but did not report the results of relevant evaluation of the training.
The remaining 30% of papers that did not meet the inclusion criteria were excluded primarily because,
although they mentioned health initiatives in schools, there was no or minimal focus on the teacher training
aspect of the initiative.
A total of 38 (4%) full papers were judged unclear as they were non-English language (predominantly
Spanish, Portuguese, French or German). It was not feasible in the project timescale to seek translation of
these papers. We were unable to obtain full copies of 77 (7%) of the references. These were mainly
dissertations and reports from overseas (and therefore unlikely to be available from the British Library) and it
was not feasible to try alternative methods to obtain them. Systematic reviews were not included, but their
reference lists were scanned to identify any potentially relevant references.
The following sections describe the characteristics of the 170 publications included in the descriptive
mapping exercise. Some publications report more than one study, and some studies may have been reported
by more than one included publication (it was not possible for us to discern how many at the mapping
stage). Therefore, we report the number of publications rather than the number of actual studies.
(Note: an update of the literature search was conducted in April 2012, which identiﬁed 1690 additional
references, of which 14 references214–227 met the inclusion criteria for the descriptive map. Because of time
constraints these references were not included in the map but will be included in any future updates of this
systematic review. Further details can be found in Appendix 6.)Results of the descriptive mapping exercise
Origin of study
Table 28 gives a breakdown of the origin of each publication, by country or region. The country with the
largest proportion of publications was the USA (42%). A similar proportion of publications reported studies
conducted in Africa, Australia and the UK (11–13%).
The African countries represented included South Africa, Nigeria, Tanzania, Kenya and Zimbabwe; the non-
UK European countries represented included Italy, the Netherlands, Norway and Finland; and the AsianTABLE 28 Study origins
Country/region n (%)
USA 72 (42)
Africa 22 (13)
Australia 19 (11)
UK 18 (11)
Europe (non-UK) 12 (7)
Asia 10 (6)
Canada 5 (3)
South America 4 (2)
Middle East 3 (2)
Not stated 5 (3)NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2countries represented included China, India and Thailand. In two of the ﬁve publications in which a country
was not explicitly stated it was inferred that the study was probably carried out in the USA.Health topic areas covered
Publications were keyworded according to the main health topics addressed by the study. As Table 29
shows, the most commonly covered health topic areas were sexual and reproductive health (22%), drugs/
alcohol (18%) and mental and emotional health (16%).
Other noteworthy topics were tobacco use prevention; studies addressing bullying, aggression and/or violence;
child protection or safeguarding; physical activity; and youth development/life skills training. In total, 13% of theTABLE 29 Topic areas covered
Topics n (%)
Sexual and reproductive health 38 (22)
Drugs/alcohol 31 (18)
Mental and emotional health 27 (16)
Health education/promotion in general 22 (13)
Tobacco 17 (10)
Physical activity 15 (9)
Bullying/aggression/violence 14 (8)
Child protection/safeguarding 14 (8)
Youth development/life skills training 13 (8)
Healthy eating 10 (6)
Social development 6 (4)
Diversity 4 (2)
Hygiene/infection prevention 4 (2)
Dental and oral health 3 (2)
Obesity/cardiovascular health 3 (2)
PSHE education 3 (2)
Environmental education 3 (2)
Citizenship 2 (1)
Delinquency 2 (1)
Eating disorders 1 (1)
Eyes and vision 1 (1)
Safety 0
Economic education 0
Cancer prevention 0
Other 7 (4)
Topic area not stated 0
Note: publications could cover more than one topic and
so the total number of topics (n=240) is in excess of the
170 publications mapped.69
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70publications were classiﬁed as health education/promotion in general. These were papers that tended not to
focus on a particular topic area but which addressed a range of health issues. Publications classed as PSHE
education were only classiﬁed as such if there was explicit mention of that term, and publications classed as
social development were those in which PSHE education was not mentioned but which could include elements
similar to the social development aspect of PSHE education. Publications classiﬁed as ‘other’ included topics
such as diabetes prevention and support to children experiencing cancer in their lives.Study design
The papers were classiﬁed according to a study design typology, broadly deﬁned as outcome evaluations,
process evaluations and surveys. A total of 124 (73%) publications were classiﬁed as outcome evaluations,
reporting the impact of teacher training on teachers, pupils or both (e.g. in terms of changes in health-related
knowledge, attitudes). These tended to be evaluations of school-based health-promotion interventions
delivered by teachers in which the training of the teachers was a particular focus of the study. Table 30 shows a
typology of outcome evaluation study designs used. Just over half of the outcome evaluations were classed as
controlled trials, of which 39 (31%) reported using random allocation of teachers and/or pupils to study groups.
A total of 36 (29%) publications were classiﬁed as single cohort before-and-after studies, in which
outcomes were assessed in a group of teachers and/or pupils before and after teacher training had taken place,
without any comparison to a group receiving an alternative form of training or not receiving any teacher training.
A total of 79 (46%) publications were classiﬁed as reporting a process evaluation. Some publications deﬁned
themselves as reporting a process evaluation whereas others did not provide an explicit deﬁnition of the
study design, but we classiﬁed them as evaluating processes if it appeared that they empirically measured
one or more process indicators (e.g. in terms of assessing how training was implemented and received by
participants, see Table 44 for more information). Table 31 reports the data collection methods that the
process evaluations used. Questionnaires were the most commonly used method, followed by interviews and
observation. Methods classed as ‘other’ included teachers' written training responses and reﬂections (e.g.
written in journals, in essays and on online discussion boards) and training attendance records.
A total of 49 (29%) publications were classiﬁed as reporting both an outcome evaluation and a process
evaluation. These publications evaluated a range of outcomes and processes (see Outcomes and
processes measured) and were representative of the sample of publications as a whole in terms of
study characteristics.
Nineteen (11%) of the publications were classiﬁed as reporting a survey. A publication was classed as a
survey rather than a process evaluation if it reported an evaluation of teacher training in general (e.g. a surveyTABLE 30 Types of outcome evaluation used
Type of outcome evaluation n (%)
Randomised controlled trial 39 (31)
Controlled trial (non-random allocation) 30 (24)
Controlled cohort before-and-after study
(prospective)
7 (6)
Single cohort before-and-after study 36 (29)
Single cohort study (after only) 6 (5)
Single cohort (other) 2 (2)
Interrupted time series 0
Design unclear/not reported 4 (3)
NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2of a sample of training courses in an area) rather than in relation to a speciﬁc training programme (although
surveys could report process indicators). Table 32 reports the survey data collection methods used.
Level of education
The publications were classiﬁed according to whether the teacher training was at the UK primary or the UK
secondary educational level (or equivalent in other countries). Table 33 shows that slightly more publications
reported training at the secondary than the primary level. Just over 20% of the studies featured both
primary- and secondary-level training, and in 20% of publications it was not possible to classify level of
education as it was unclear or not reported.
Study population
The publications were classiﬁed in terms of whether the recipients of the training were teachers only or a
mixed population of teachers and others who work with children and young people. Table 34 shows that
in the majority of publications (72%) only teachers received training. The remaining 28% of publicationsTABLE 31 Process evaluation data collection methods used
Process evaluation methods n (%)
Focus groups 15 (19)
Interviews 28 (35)
Questionnaire 49 (62)
Observation 17 (22)
Other (specify) 21 (27)
Unclear/not reported 2 (3)
Note: 31 of the process evaluations used more than
one method of data collection and so the total count of
methods used (n=132) is in excess of the 79 process
evaluations.
TABLE 32 Survey methods used
Survey method n (%)
Focus groups 1 (5)
Interviews 10 (53)
Questionnaire 12 (63)
Note: some surveys used more than one method of
data collection and so the total count of methods used
(n=23) is in excess of the 19 publications classiﬁed as a survey.
TABLE 33 Level of education
Level n (%)
Primary only 45 (26)
Secondary only 56 (33)
Primary and secondary 35 (21)
Unclear/not stated 33 (19)
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72provided health training for teachers and people such as counsellors, school administrators and
health-care professionals.
Characteristics of the training
Table 35 shows that the vast majority of publications (84%) reported training teachers classiﬁed as in-service
(i.e. qualiﬁed). Only 18% of publications referred to ITT, although 2% of the studies included both
in-service and pre-service teachers.
The publications were also classiﬁed in terms of the content of the health training. Table 36 shows the
frequency with which publications reported different types of content. Provision of factual information was a
key aspect of training, featured in 77% of publications. Skills development for promoting health was also
included in a number of publications, classiﬁed most commonly as general skills development (39%), skills to
identify health problems and/or how to refer children with health problems to specialist help (16%),
pedagogical skills (e.g. strategies for teaching about health and how to develop pupils' understanding of
health and well-being issues, 26%) and skills development for teaching behaviour change techniques (e.g.
communication skills in relationships; assertiveness skills to resist peer pressure to smoke, drink, take drugs,
etc., 6%). Just under one-third of publications (32%) were concerned with how teachers can manage andTABLE 35 Teacher qualiﬁcation status
Status n (%)
Pre-service 31 (18)
In-service 143 (84)
TABLE 36 Content of the health teacher training
Training content n (%)
Information provision 131 (77)
Skills development (general) 66 (39)
Skills development (behaviour
change techniques)
11 (6)
Skills development (to identify health
problems and/or how to refer)
27 (16)
Skills development (pedagogy of health) 45 (26)
Awareness and attitudes 37 (22)
Planning and implementation methods 54 (32)
Training content not stated/unclear 16 (9)
Note: some publications included more than one type of
content in their training and so the total count (n=387) is in
excess of the 170 publications included in the descriptive map.
TABLE 34 Study population
Study population n (%)
Teachers only 122 (72)
Mixed population (teachers and others) 48 (28)
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DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2plan how to promote health and well-being. It was common for training to cover a range of aspects, for
example providing factual information about a health issue and also developing health-related skills that
teachers could apply in their practice.
A classiﬁcation of the format of the teacher training is provided in Table 37. It was common for training to be
multiformat using a combination of lectures, workshops, group work (e.g. discussions, or planning a lesson
on health) and activities to practice skills (e.g. role play and modelling). A total of 32% of the studies
provided support to teachers after initial training, including during the course of teacher delivery of a health
intervention, and refresher training after a period of time. In total, 10% of studies included a period of
school teaching practice as part of the training, in addition to other training formats such as discussion and
group work. The publications classiﬁed as ‘other’ (38%) included a range of activities, most common of
which was the provision of training manuals, materials and teaching resources. The ‘other’ category also
included self-directed learning, tele- and videoconferencing, essays and assignments, feedback and
coaching. In only one study classiﬁed as ‘other’ was this the only format used – all of the other studies
classiﬁed as ‘other’ used multiple formats.
The publications were also classiﬁed according to how long the training lasted for, in terms of intensity
and total duration. The intensity of the training was categorised in terms of total ‘contact time’ in days
(Table 38). One-quarter of publications reported training lasting for 1 day or less. Some of these involved
training that was spread out over a period of time but which, in terms of hours, added up to a day.
Just over one-third of the publications (35%) reported training lasting between 2 and 5 days. Training lasting
longer than a total of 5 days was in the minority (9%). The classiﬁcation of training intensity was
limited by lack of reporting in 34% of the publications.
The total period of the training, in terms of the period of time that it was spread out over, is reported in
Table 39. In one-third of the publications the training period was 7 days or less. The percentage of
publications reporting longer training periods varied from 4% (training occurring for between 1 week and
4 weeks) to 10% (training occurring over a 7- to 12-month period). Again, the classiﬁcation of training
period was limited by lack of reporting in 40% of the publications.TABLE 37 Format of the health teacher training
Training format n (%)
Lecture/seminar/presentation 59 (35)
Workshop 64 (38)
Discussion groups/group work 60 (35)
Computer/digital media 16 (9)
Teaching practice 17 (10)
Skills demonstration/practice 64 (38)
Support post initial training 54 (32)
Video 27 (16)
Other 65 (38)
Training format not stated/unclear 28 (16)
Note: some publications included more than one type of
format in their training and so the total count (n=454) is in
excess of the 170 publications included in the descriptive map.
73
© Queen's Printer and Controller of HMSO 2013. This work was produced by Shepherd et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science Park,
Southampton SO16 7NS, UK.
TABLE 39 Period of the health teacher training
Training duration n (%)
≤1 day 29 (17)
2–7 days 27 (16)
>1 week–4 weeks 7 (4)
>1 month–3 months 12 (7)
4–6 months 8 (5)
7–12 months 17 (10)
>12 months 10 (6)
Training duration not stated/unclear 68 (40)
Note: in six publications more than one training course
was classiﬁed and so the total count (n=178) is in excess of
the 170 publications included in the descriptive map.
TABLE 38 Intensity of the health teacher training
Training intensity (days) n (%)
≤1 43 (25)
2–5 60 (35)
6–10 11 (6)
>10 5 (3)
Training length not stated/unclear 58 (34)
Note: in six publications more than one training course
was classiﬁed and so the total count (n=177) is in excess of
the 170 publications included in the descriptive map.
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74Table 40 shows the range of providers of the teacher training in the publications mapped. Specialist trainers
were reported by the highest percentage of studies (29%); these were classiﬁed as specialists in the health
topics being addressed, for example specialist trainers in substance abuse prevention, or experts in child
protection. In total, 16% of publications reported training delivered by education practitioners, including
schoolteachers, college tutors and other people working in education. Health professionals (e.g. doctors,
nurses, health advisors) were reported in only 10% of publications. Some training was delivered by more
than one provider, for example practitioners in health, education or psychology working in partnership, or
practitioners delivering training alongside computer and video training.
Table 41 shows that the majority of the publications did not report that the training was based on a theory or
model (e.g. theory of education or health-related behaviour change). Only 18% of studies did make
reference to theory, although given the complex and overlapping nature of theoretical models in this area we
did not attempt to classify them.
Outcomes and processes measured
The publications were classiﬁed in terms of which outcome and process measures were reported.
A total of 133 (78%) studies reported the impact of training on the teachers themselves. [Note: this is in
excess of the 124 (73%) publications classiﬁed as outcome evaluations in Study design – this is because nineNIHR Journals Library www.journalslibrary.nihr.ac.uk
TABLE 40 Teacher training providers
Teacher trainer n (%)
Researcher 18 (11)
Health professional 17 (10)
Specialist trainer 49 (29)
Education practitioner 27 (16)
Psychologist/counsellor 10 (6)
Computer 9 (5)
Video 7 (4)
Lay person/volunteer 3 (2)
Other 15 (9)
Trainer unclear/not stated 77 (45)
Note: some publications reported more than one training
provider and so the total count (n=232) is in excess of the
170 publications included in the descriptive map.
TABLE 41 Theoretical basis of health teacher training
Theory based n (%)
Theory reported 31 (18%)
Theory not reported 139 (82%)
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2studies classiﬁed as process evaluations reported impacts on teachers within the context of the process
evaluation, for example how teachers considered their knowledge, skills, etc. had changed, without these
necessarily being deﬁned by the study as outcomes.]
A range of teacher outcomes was measured (Table 42), commonly including the rate of delivery of health
promotion in schools by teachers (41%), changes in teachers' knowledge of health (37%), teachers'
conﬁdence or self-efﬁcacy to address health in schools (32%), teachers' skills in addressing health (e.g. to
promote healthy behaviours or to identify and assist pupils at risk of health problems) (25%) and attitudes
towards promoting children's health (25%). Publications assessing teachers' values (22%) were classed as
such if they reported teachers' views and beliefs around health and their role as teachers of health.
Publications classed as ‘other’ (18%) included teachers' dissemination of health information to other
teachers, teachers' perceptions of risk, teachers' own health-related behaviours and teachers' perceptions of
their own health and well-being.
The impact of teacher training on pupils was less commonly evaluated [reported in 59 (35%) publications].
These tended to be controlled evaluations (many of which were randomised) of school-based health
initiatives delivered by in-service (qualiﬁed) teachers, covering topics such as sexual and reproductive health
and drugs/alcohol and tobacco use prevention. The training that teachers received in these studies included a
range of activities to develop their knowledge and skills to deliver these health interventions. Table 43 shows
the range of pupil outcomes measured, the most common being health-related behaviour (22%),
knowledge of health issues (19%) and attitudes towards health (12%).75
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ABLE 42 Teacher outcomes measured
Teacher outcomes n (%)
Knowledge of health in general and speciﬁc health topic to be addressed 63 (37)
Skills (e.g. ability to teach health-related behaviour change skills) 43 (25)
Conﬁdence/self-efﬁcacy to provide health-promotion intervention 54 (32)
Attitudes towards health-promotion intervention 43 (25)
Motivation and intentions to provide health-promotion intervention 10 (6)
Awareness and understanding of whole-school approaches to health promotion, and wider determinants
of health
11 (6)
Health literacy 0
Rates of delivery of the intervention/implementation (e.g. ﬁdelity) 70 (41)
Unintended/unanticipated outcomes (e.g. increasing health inequalities) 0
Teachers' values 37 (22)
Biological and physical outcomes (e.g. weight change) 1 (1)
Mental health outcomes 5 (3)
Other (specify) 30 (18)
Teacher outcomes not stated 37 (22)
Note: some publications reported more than one teacher outcome and so the total count (n=404) is in excess of the
170 publications included in the descriptive map.
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76TTable 44 reports a classiﬁcation of the processes evaluated in the publications. The most commonly reported
measure was the acceptability and adequacy of the training (41%). This measure included assessment of the
views of the training recipients (and other study participants) on the content and format of the training (e.g.
perceived usefulness of activities such as role play or didactic learning), whether it met their needs or
expectations (e.g. in changing their knowledge, attitudes or abilities to address health issues in school) and
whether the health topics covered conﬂicted with their personal beliefs and values (e.g. sensitive issues such
as sexual and reproductive health).
Another common process measure was the implementation of the teacher training (38%). Publications were
classiﬁed according to this measure if they reported an assessment of any aspect of the design or delivery of
the training, such as its content or format (e.g. timing or location), exposure to training (e.g. number of
people trained, how much of the available training participants received, which topics teachers received
training on) and any reported barriers to or facilitators of teacher training (e.g. sufﬁciency of training length,
ability to attend training). In total, 34% of the publications were classed as assessing teachers' general
reﬂexivity of their health-promoting role and practice. This was deﬁned as whether teachers reﬂected on
what impact the training had, or was expected to have, on their teaching practice in relation to health and
well-being. It could also include broader perspectives of teachers on their role in addressing health.Summary of mapping resultsA total of 170 publications were systematically keyworded to characterise the evidence base for the evaluation of
teacher training in health. There is an international literature with studies conducted in Europe, the USA, Africa,
Asia, Australia, South America and the Middle East, with a predominance of studies from the USA. The training
covered a wide range of health topics, notably sexual and reproductive health, drugs/alcohol and mental
and emotional health. Just under three-quarters of the publications were outcome evaluations (just over half ofNIHR Journals Library www.journalslibrary.nihr.ac.uk
TABLE 44 Processes evaluated
Processes n (%)
Acceptability and adequacy to the teachers of
the training
69 (41)
Resources and costs used to train the teachers 9 (5)
Teachers' general reﬂexivity of their
health-promoting role and practice
57 (34)
Implementation of the training programme/
health-promotion intervention
65 (38)
General organisation/administration of
the training
6 (4)
Other (specify) 8 (5)
Processes unclear/not stated 63 (37)
Note: some publications evaluated more than one process
and so the total count (n=277) is in excess of the
170 publications included in the descriptive map.
TABLE 43 Pupil outcomes measured
Pupil outcomes n (%)
Knowledge of relevant health topic (e.g. risk factors, prevention, well-being) 32 (19)
Attitudes towards health-related behaviour/intervention 21 (12)
Intentions to adopt health-related behaviour 9 (5)
Self-efﬁcacy to adopt health-related behaviour 8 (5)
Biological and physical outcomes (e.g. weight change) 8 (5)
Health-related behaviour (e.g. smoking) 37 (22)
Health literacy 0
Educational attainment 1 (1)
Mental health outcomes 11 (6)
Unintended/unanticipated outcomes (e.g. differential health gain) 0
Other (specify) 18 (11)
Pupil outcomes not stated 111 (65)
Note: some publications reported more than one pupil outcome and so the total count (n=256) is in excess of the
170 publications included in the descriptive map.
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2which used controlled study designs, including some randomised controlled trials) and just under half
reported a process evaluation of training (using methods such as questionnaires, focus groups and interviews).
The majority of publications reported training for teachers only, although in just under 30% of publications
training was given to teachers and other people working with children and young people, such as
school counsellors. Training was given at both primary and secondary education level, and the vast majority
(84%) of publications reported training for qualiﬁed teachers as opposed to pre-service teachers
undergoing ITT.77
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78In terms of content, factual information provision about health was a feature of many training programmes,
sometimes accompanied by the development of skills for promoting health (e.g. health-related behaviour
change) and how to plan and implement health promotion in schools. Training was often multiformat in
nature, involving lectures and presentations, group work, discussion, skills practice and, in a minority of
cases, teaching practice. The length of the training, in terms of total ‘contact time’, varied from <1 day to
>10 days, but was most commonly up to 5 days in total. Training periods varied from <1 day to >12 months
but in general training was delivered over a period of up to 3 months. Training was rarely reported to be
based on a theoretical model.
A greater number of publications reported training outcomes for teachers (78%) than outcomes for pupils
(35%). Commonly reported teacher outcomes included their delivery of health promotion in schools;
their knowledge of health topics; their conﬁdence, self-efﬁcacy and skills to address health in schools; and
their attitudes towards promoting health. Commonly reported pupil outcomes included health-related
behaviour, knowledge of health issues and attitudes to health.
A range of processes was evaluated, including how acceptable and adequate the training was considered to
be by its recipients, how the training was implemented in terms of content and format, and teachers'
reﬂexivity on their role and their health teaching practice following training.
For some study characteristics the results of the descriptive map are limited by unclear or missing details in
the publications. How the results of the descriptive mapping were used to set the inclusion criteria for
the in-depth synthesis is discussed in the next chapter.NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Chapter 6 Systematic review stage 2: synthesis of
teacher training studiesMethods for the synthesis
Inclusion criteria
As mentioned earlier in this report, the inclusion criteria for the synthesis were based on the results of the
descriptive map. The results of the map were presented to the project's advisory group along with a number
of different sets of studies with selected characteristics that the synthesis could potentially focus on. The sets
of studies were presented as contrasting ‘scenarios’, including:
1. A set of studies focusing on a particular health area or combination of areas (e.g. some of the most
prevalent topics from the mapping, such as sexual and reproductive health, mental health, drugs and
alcohol) examining outcomes and processes (i.e. categorised as an outcome evaluation and a process
evaluation). The rationale for this scenario was to investigate teacher training within the context of
speciﬁc health areas, facilitating a detailed analysis of relevant issues. Also, restricting the analysis to
studies that measure both outcomes and processes (as opposed to one or the other) could, in theory,
provide a more informative investigation into factors associated with effectiveness (or lack of).
2. A set of studies focusing on a particular topic or combination of health areas and examining processes
(i.e. including process evaluations but not outcome evaluations). The rationale was that process
evaluations may provide more data on barriers to and facilitators of teacher training. The review could
examine some of the processes categorised in the mapping exercise such as teachers' general reﬂexivity of
their health-promoting role and practice in general, or the implementation of the teacher training
programme and/or implementation by teachers of health promotion.
3. A set of studies focusing on teacher training that included an aspect of health-related skill development,
examining outcomes and processes. One or more ‘types’ of skill could be examined (e.g. skills
development to encourage health-related behaviour change; pedagogy of health; identifying children
with health problems). Equipping teachers with health-related skills arguably is a key aspect of improving
health and well-being, more so than just providing information or inﬂuencing norms and attitudes.
4. A set of studies examining pre-service teacher training. The studies would be diverse in terms of country,
health issues, types of training provided and processes and outcomes, but they would all be conducted
within the context of ITT. The advantage of this scenario was that it would mean the focus of the
project as a whole would be on issues relating to ITT. Some of the themes arising from the interviews
could be taken into account when analysing the literature, to identify commonalities and differences.
5. A set of studies conducted in the UK. As with scenario (4), the studies would be diverse in characteristics.
The advantage of this scenario is that it would overcome the challenges of drawing generalisations from
international studies in which values, culture and educational policy and systems vary considerably.
Also in common with scenario (4), there could be greater linkage between themes identiﬁed from our
interviews and the UK literature, such as issues relating to PSHE education. The project could therefore
make speciﬁc recommendations relating to UK practice.
The advisory group discussed the merits and possible limitations of these scenarios with the project team.
All of the scenarios were considered relevant. However, it was considered that a focus on studies of
pre-service teachers was the highest priority as it provided continuity with the survey component of the
project (i.e. it could inform/be informed by the survey), and was particularly relevant during a time of great
change in policy and practice in ITT and education more broadly. There were 31 such study reports included
in the descriptive mapping exercise.25,26,44,57,61,63,67,70,81,83,85,88,92,94,116,117,142,148,156,174,179,189,191,192,195,199–202,206,21379
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80It was noted by the research team that there was marked variability in the stated aims and research
questions of these 31 publications, and that some appeared to be more focused on pre-service teachers than
others. For example, some investigated a particular health topic or type of teacher training in pre-service
teachers but with little or no rationale for studying this group as opposed to qualiﬁed teachers. These
reports were therefore examined in more detail to ascertain the degree to which issues relating to pre-service
teachers were investigated by the studies. The aim was to potentially exclude studies in which there was no
explicit rationale for studying pre-service teachers or no exploration of issues pertinent to this group,
so that the synthesis would be more focused. To be included a report had to meet at least one of the
following three criteria:
1. Does the study provide a rationale for speciﬁcally studying pre-service teachers?
2. Does the aim/objective/purpose of the study make reference to studying pre-service teachers?
3. Do the results of the study speciﬁcally mention issues that affect/involve pre-service teachers (e.g. their
attitudes towards their role as teachers in relation to health; their teaching practice)?
If the report met one or more of the above criteria the following criteria were also applied:
1. Is the training reported in sufﬁcient detail?
2. Are the results reported in sufﬁcient detail?
These criteria were applied to the reports by one reviewer and checked by a second. In summary, inclusion
criteria for the synthesis were:
l publications (published from 1990 onwards) in the English language
l reporting (in adequate detail) evaluation research (of any design) into the processes and/or outcomes of
teacher training in relation to the promotion of health and well-being
l training of pre-service (not yet qualiﬁed) teachers.Data extraction
A standardised data extraction template was designed and piloted for use on studies included in this
systematic review (see Appendix 7). It was designed to capture all of the data reported in study publications
relevant to the aims of this investigation, and was partially based on the keywording instrument used
in the descriptive map reported earlier (see Chapter 5, Development of the keywording tool). The template
was split into subsections for basic study details (e.g. date, country, aims and objectives), health topics
studied, details of study participants (e.g. sociodemographic characteristics, level of education taught), details
of the teacher training (e.g. content, format, duration/intensity), processes and outcomes evaluated
(when applicable), study methodological characteristics (e.g. study design, data collection instruments,
data analysis methods), study results and reviewer's general comments on the study. Data were extracted
by one reviewer and checked by a second.Quality assessment
Methodological quality and risk of bias were assessed with published critical appraisal criteria
(see Appendix 8).37,47 Studies reporting outcomes were appraised using risk of bias criteria adapted from the
Cochrane Collaboration's Effective Practice and Organisation of Care (EPOC) Group.228 The EPOC Group has
adapted the standard Cochrane risk of bias criteria for randomised controlled trials37 for use in evaluation
studies that are non-experimental in design (i.e. without a control or comparison group). The methodological
quality of process evaluation data was appraised with criteria devised and used in our previous systematic
review of process evaluations of school-based behavioural interventions to prevent sexually transmitted
infections in young people,229 based, in turn, on previous research assessing the methodological quality of
process evaluations and qualitative research.230–232 The criteria assess whether steps were taken to minimise
bias and error in sampling, data collection procedures and data analysis. They also assess whether the
ﬁndings are grounded in the data, and overall whether the ﬁndings presented are reliable and useful (to put
this into context see Critical appraisal of process evaluation for the results of the quality assessment ofNIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2process evaluations). Quality assessment criteria were applied by one reviewer and checked by a second, with
any disagreements resolved through discussion and involvement of a third reviewer when necessary.
Studies were not excluded from the synthesis on the basis of quality; however, methodological limitations
(e.g. because of evaluation design) of particular studies are mentioned in the synthesis when relevant.Synthesis methods
The results of the studies were analysed in a narrative synthesis, based on the data that had been
systematically extracted from each study publication. Quantitative synthesis using meta-analysis was not
possible because of the lack of studies using a controlled evaluation design. Because of the heterogeneous
characteristics of the studies, particularly the methods used to report outcomes, summary tabulation of
results was difﬁcult. It is for this reason that the study outcomes (see Assessment of the effectiveness of
training on teacher outcomes) are presented only textually.
A thematic analysis of the process evaluation data was conducted, similar to methodology described by
Thomas and Harden.233 One researcher (JS) read all of the results that had been extracted from the studies
reporting processes and identiﬁed a list of ﬁve emerging themes which summarised the results. These
themes were then discussed and agreed with other members of the project team. A second researcher (KP)
also read the extracted results and then systematically coded the extracted data in a NVivo database. As part
of this process she revised the ﬁve themes and identiﬁed a further three. A narrative account was then
written summarising the results of the process evaluations for each theme, including barriers and facilitators
that had been reported by, or inferred from, the studies. The ﬁrst researcher then reviewed and agreed
the ﬁnal list of themes and cross-checked a sample of the coded study results against the narrative account
for reliability of interpretation.Results of the synthesisAfter applying the inclusion criteria described in the previous section to the 31 pre-service publications,
20 studies reported in a total of 21 publications25,26,44,61,63,70,81,83,92,94,117,142,148,156,174,189,191,195,200,201,213 were
included in the synthesis (one study was reported in two separate publications,26,156 and data from both
of these were extracted for this report), with 10 references57,67,85,88,116,179,192,199,202,206 being excluded.Characteristics of the included studies
Table 45 provides an overview of the key characteristics of the included studies. The level of reporting detail
in the study publications varied, and in some cases the study characteristics were unclear. (Note: we
requested and received further information from the authors of two of the studies25,142.) As the table shows,
the studies varied in a number of respects, including the study population, the health topics addressed by the
training, the content and length of the training and the study measures and designs.
In terms of country, the highest percentage of studies were conducted in the UK (n=9,25,63,70,83,92,117,142,174,191
45%), followed by Australia (n=7,44,94,189,195,200,201,213 35%). There was one study each from Finland,26,156
Zimbabwe81 and the USA,61 with one study not explicit about the country but it most likely being the USA.148Health topics covered
The studies tended to focus on one or two health areas, although a few studies had a broader focus on
health in general, with some covering a number of speciﬁc areas (see Table 45). The area of health covered
by the highest proportion of studies was mental and emotional health (n=7,70,148,189,195,200,201,213 35%).
These studies covered issues such as depression, self-esteem, suicide prevention, resilience, stress and body
image, with one study covering training to support children affected by cancer in their lives. Child protection
was another common topic area (n=5,44,63,94,117,174 25%), with studies covering a wide variety of issues
relating to protection from abuse. PSHE education and sexual and reproductive health were each covered in
three studies (15%),92,142,191 drugs/alcohol were covered in two studies (10%)148,213 and tobacco was featured81
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DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2in one study.148 Other health topics included citizenship,142 diversity61 and healthy eating148 (all in one
study each).Study participants
The participants in the majority of studies were pre-service teachers enrolled in teaching qualiﬁcation courses
at HEIs. Generally these institutions were universities, although in some studies the type of institution was not
speciﬁed. One of the UK studies was based on a SCITT.117 When stated the courses were predominantly
postgraduate, although there was a minority of undergraduate Bachelor degree courses. In terms of the level
of education, eight studies26,70,92,156,189,191,195,200,201 provided training for teachers at the secondary level,
two94,142 provided training at the primary level and six25,44,81,117,148,213 provided training at both primary and
secondary level, with four studies61,63,83,174 not stating the level of training. The subject areas of the teaching
degrees were rarely speciﬁed; however, in two studies26,156,213 the teachers were studying PE and health, one
study191 included PGCE science and geography teachers and in another70 the teachers were enrolled on
psychology, business and creative and media secondary PGCE courses.
In some studies the teachers had qualiﬁed and entered service and were being assessed in relation to
the health training that they had received prior to service (and also since, in some cases). The study by Evans
and Evans,92 published in 2007, included NQTs who had studied PGCE English between 2002 and 2004,
with the aim of assessing their conﬁdence in teaching PSHE education since entering practice.
Weatherby-Fell and Vincent201 included ‘early career secondary teacher graduates’ approximately 12 months
after they had completed their university training. A further study included pre-service teachers, NQTs
and experienced teachers.70 In this study a brief training course was given to PGCE teacher trainees to raise
their awareness of their role in the early detection of mental illness in children. A comparison was made
with NQTs who had received the training 18 months before to assess the longer-term impact of the training.
A further comparison was made with the attitudes of practising teachers towards their role in the early
detection of mental illness and whether or not these were different from the attitudes of PGCE trainee
teachers. In the study by Cleave and Charlton83 both pre-service teachers and practising teachers
(separately) received training on supporting children who have experienced cancer in their lives.
A handful of studies included representatives from teacher training providers, to survey the provision of
health content within courses.25,117,174 In all but one case the survey of providers was reported in addition to
assessment of health training for trainee teachers themselves. The exception was the study by Arnold
and Maio-Taddeo,44 which assessed the coverage of child protection by university teacher training providers,
surveying course managers and representatives of the teacher registration body of each Australian state
or territory.Rationale for studying initial teacher training
All of the studies provided a rationale for assessing training speciﬁcally in pre-service teachers (as this
was a requirement of our inclusion criteria for the synthesis – see Inclusion criteria). The explicitness of the
rationale varied across the studies. For example, the focus of the study by Athanases and Larrabee61 was the
social challenges facing young lesbian and gay people and ways that educators can be mindful of these
issues in schools. Although the rationale for studying pre-service teachers was implicit, the ﬁndings explore
the trainee teachers' views of their roles as ‘future educators’ in relation to issues affecting these young
people. In contrast, Yager213 provided a more explicit rationale. She acknowledged the important role of the
school in health promotion but notes that there has not been an increase in health education training for
primary school teachers. The focus of the health training in the study was to inﬂuence trainee teachers' own
health-related behaviour, but ‘also so they could reﬂect on the process and use this in their teaching’ (p. 62).
Some of the UK studies included in the systematic review made explicit reference to changes to educational
policy or regulations in the rationale and design of the study. A chronology can be observed in terms of the
development of policy and the research response over recent years. For example, Hodgkinson and
Baginsky,117 in their study assessing training for teachers in child protection, refer to the new requirements
for all teacher training courses as outlined in the Children Act 1989 and subsequent government circulars.85
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86Later, Baginsky and Macpherson63 evaluated a child protection training pack for trainee teachers to
encourage consistency in training provision by ITT providers. This was in the context of child protection
legislation in the Children Act 2004 and government guidance on safeguarding children in education,234
which they suggest ‘recognises that teachers should receive training as part of their initial training but does
not elaborate upon what this should entail’ (p. 318). Rossato and Brackenridge,174 in their study of child
protection in sport-related degrees, cite ECM and new TDA professional standards for teachers as providing a
framework to promote child protection. The study investigated teacher educators' perceived impact of ECM
and new ITT guidelines for child protection training within higher education sport/PE courses.
In terms of PSHE education, Mead's study, published in 2004,142 was conducted within the context of the
2002 professional standards for QTS,235 which state that trainee teachers should be able to understand the
values, aims and purposes of the National Curriculum and be familiar with the programmes of study for PSHE
and citizenship. The QTS guidance makes a link between teachers' values relating to the curriculum
(inclusion) and explicit expression of those values through PSHE and citizenship. The link has implications for
values education for trainee teachers, hence the rationale for examining the implications of this for the
school-based element of teacher education. Evans and Evans92 cited concerns about the adequacy of
provision of support for PSHE education and ITT and CPD raised by Mead's study142 and an OFSTED review of
PSHE education in 2005,236 particularly in relation to the integration of PSHE education within main
curriculum subject training. This underpinned their study of secondary English PGCE trainee teachers and the
training in PSHE education that they received in their PGCE course.Training content
In common with the general trend observed from the descriptive map presented earlier in this report, the
studies included in the synthesis reported training that was diverse in terms of content (e.g. providing
information and practical skills development) and which was delivered through a variety of formats
(e.g. lectures, practical activities) (see Table 45).
A key aspect of the training courses was the provision of factual information about health, in 15 (75%) of the
studies.26,61,63,70,81,83,94,117,148,174,189,191,195,200,213 The comprehensiveness of the information, as reported by the
study authors, varied. For example, Chifunyise and colleagues,81 who provided training to teachers to support
the acquired immunodeﬁciency syndrome (AIDS) and Life Skills Education programme in primary and
secondary schools in Zimbabwe, speciﬁed that teachers were taught ‘basic facts’ about transmission,
symptoms and prevention of sexually transmitted diseases and human immunodeﬁciency virus (HIV)
infection/AIDS, but no further detail was given (p. 378). Other studies provided teachers with more extensive
information, such as that by Bostock and colleagues,70 which covered the incidence, classiﬁcation and
diagnosis of mental health problems in teenagers, and the early signs of mental health problems. Similarly,
Fenton94 provided trainee teachers with child abuse statistics, types of abuse, indicators and signs of abuse
and mandatory reporting and policy requirements. Information was also provided on how teachers could
deal with a health issue once they had identiﬁed it.
Fourteen (70%) of the studies26,61,63,81,83,92,94,142,148,156,174,189,191,200,213 were classiﬁed as teaching skills that would
enable teachers to promote health. We subclassiﬁed studies according to different types of skill. The most
common of these was health pedagogical skills, deﬁned as strategies for teaching about health and how to
develop pupils' understanding of health and well-being issues (eight studies,26,61,81,92,94,142,189,191 40%). For
example, Thomas and Jones191 aimed to help trainee teachers acquire key skills so that they can develop high
levels of critical health literacy in their students. Their training provided trainee teachers with the opportunity
to develop communication skills to deliver PSHE issues effectively, sensitively and conﬁdently using a
variety of teaching strategies such as role play and discussion groups. There were four (20%)
studies63,148,174,200 that we classiﬁed as helping teachers learn how to identify that a child has, or is at risk of,
a health problem, and how to refer them to appropriate services. For example, the training provided by
Baginsky and Macpherson63 on child protection was built around a series of headings: ‘recognizing,
responding, reporting, roles and responsibilities, and reﬂecting’ (p. 319).NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Training for teachers to plan and implement activities to promote health was addressed by six (30%) of the
studies.81,92,142,148,161,191 For Thomas and Jones,191 enabling trainee teachers to gain experience of curriculum
planning was a key aspect of training to teach PSHE education. Each of the 15 groups of trainee teachers had
to provide an overview of their intended PSHE lesson, stating the teaching and learning strategies to be
employed and the learning outcomes to be achieved by the pupils. Also in relation to PSHE, Mead142
examined the extent to which BEd and PGCE trainee teachers were given the opportunity to plan and teach
PSHE while on school placement. In the study by Chifunyise and colleagues,81 the trainee teachers worked in
groups after a weekly mass lecture to prepare lessons that they were to present to each other on the
prevention of HIV infection and AIDS.
In ﬁve of the studies (25%)94,142,148,200,213 one of the aspects of the training was to increase trainee teachers'
awareness of health issues and to promote favourable attitudes towards health in education. Two of the
hypotheses proposed by Myers-Clack and Christopher148 were that their training course, Drug and Health
Issues for Educators, would increase teachers' belief in the importance of health to a child's learning
and would increase the value that they place on school health education. Limited detail is given on how,
explicitly, the training attempted to do this, although the teachers did write essays on controversial health
issues and participated in group presentations on a controversial health issue. This may have helped them to
explore their attitudes towards health and the importance of enabling children to be healthy. In another
example, Mead142 investigated opportunities for trainee teachers to understand and experience within their
school placements the relationship between values, personal and social development and learning. He
suggested that there has been little attention to the process of change that professionals undergo during and
after PGCE training which enables them to articulate values that underpin their delivery of PSHE education.Training format
Table 46 illustrates the format of the training provided in the studies. As evident from the table, the training
was generally multiformat, comprising lectures/seminars with group work involving discussion or speciﬁc
tasks, in some cases accompanied by activities to enable trainee teachers to practice skills. Training with the
use of computer programmes or videos also featured in some studies. The training format classiﬁed as ‘other’
in Table 46 included use of distance learning materials,174 assigned readings from health textbooks and
writing essays on controversial health issues,148 development by trainee teachers of resource ﬁles81 and critical
reﬂection on lesson delivery.191
There were six (30%) studies26,63,81,142,156,189,191 in which teachers had the opportunity to teach health in the
classroom as part of their training. In Mead's study142 teaching practice was the main aspect of the training
evaluated. BEd and PGCE trainee teachers taught PSHE and citizenship while on their ﬁnal school
placements, with the former collecting data for a PSHE education/citizenship dissertation. The Child
Protection in Initial Teacher Training Tutor Pack evaluated by Baginsky and Macpherson63 included directed
time tasks that could be undertaken while trainee teachers were on their school placements. In the study by
Thomas and Jones191 the PGCE science and geography trainees worked in small groups to plan and deliver a
1-hour lesson on peer pressure to year 7/8 pupils. Taylor189 analysed teachers' developing views on health in
education in the contexts of university coursework combined with two major practical sessions in schools,
followed by a period of independent ‘real-world’ teaching employment (although evaluation of the latter
aspect was ongoing at the time of the study publication, so the results of the study mainly focus on the
coursework and practical sessions).
The study by Chifunyise and colleagues81 in Zimbabwe provided the most extensive period of teaching
practice. During the ﬁrst year of the degree course teachers attended weekly lectures and participated in
group activities. This was followed by teaching practice for 22 months during which they were required to
teach AIDS education. After this they returned for a ﬁnal two terms to complete their training.
An example of training that was delivered through a number of formats was that reported by Fenton,94
who evaluated the Strengths Approach Child Protection module within an Early Childhood Education,
semester-long module in Australia. The training involved whole-group formal lecture presentations,87
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In terms of the last, the trainee teachers listened to a range of stories written for use with children explaining
the topic of child abuse and discussed their use in the classroom. Dolls, puppets and picture prompt cards
were used in demonstrations to model practice in identifying expressions, role-play situations and examining
personal strengths with children. The teachers kept a portfolio of subject materials, which included a
personal journal entry each week as part of the formal subject requirements. A subject website was available
and the teachers also used an online discussion board or placed a journal entry in their subject portfolio
regarding their own information, stories and perspectives on the issue of child protection to add to the
formal subject materials.
In terms of the training provider, in the majority of studies in which the provider was speciﬁed, training was
classiﬁed as being given by someone with an education background (Table 47). These could include
schoolteachers or other school personnel, as well as lecturers and tutors from HEIs in which the teaching
degree courses were based. For example, Bostock and colleagues,70 in their study of training around
mental health promotion with PGCE trainee teachers, mentioned involvement of lecturers and graduate
teaching assistants, both of whom had educational backgrounds in health. Trained undergraduate teaching
assistants were also involved, who were from either an education or a health background.
Four studies reported that specialist trainers were used, including trainers from the NSPCC63 and child
protection specialists and local National Union of Teachers (NUT) representatives.117 In two of these studies,
the specialist trainers were not clearly deﬁned and were referred to as ‘facilitators’,83 and ‘specialists’.174 Only
one study was classiﬁed as including a health professional. Thomas and Jones191 involved a Local Unitary
Authority Health Promotion Ofﬁcer to deliver a ‘review of strategies, such as role play used to get pupils to
communicate about health issues’ (p. 168). However, Mead142 mentions that the trainee teachers in his study
had the opportunity to observe SRE being taught in placement schools by outside specialists, including
nurses. It is also possible that the specialist trainers in the studies mentioned above may have also included
people with a health professional background.
The studies did not always explicitly report the amount of training received and the total duration of the
training period. However, it was possible to discern between studies providing relatively brief training and
those providing training over longer periods of time. The shortest training period was reported byTABLE 47 Teacher training providers
Teacher trainer n (%)
Researcher/academic 5 (25)
Health professional 1 (5)
Specialist trainer 4 (20)
Education practitioner 9 (45)
Psychologist/counsellor 1 (5)
Computer 2 (10)
Video 2 (10)
Lay person/volunteer 0
Other 3 (15)
Trainer unclear/not stated 6 (30)
Note: some studies reported more than one training provider
so the total count (n=33) is in excess of the 20 studies
included in the review.
89
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90Hodgkinson and Baginsky,117 who provided child protection training lasting up to 3 hours to PGCE trainee
teachers. Other short-term training included that in the studies by Bostock and colleagues70 (1 day) and
Cleave and Charlton83 (2 full days). There were two studies that reported a total training period lasting
around a month: Weatherby-Fell and Kean200 gave a 1-hour lecture every week for 4 weeks, and Thomas and
Jones191 reported a series of activities covering around 12 hours in total over 6 weeks. In some studies
training spanned an academic term or semester, such as that by Athanases and Larrabee,61 who provided
sessions once weekly for 2 hours over a 10-week academic quarter (total of 20 hours contact time), or that by
Fenton,94 who evaluated a 13-week module on child protection integrated within an existing Early Childhood
Education subject over a semester. Myers-Clack and Christopher148 referred to the ‘semester they took the
course’ (p. 465) but provided no other information. In two studies26,156,189 the training appeared to be
delivered over the period of an academic year. In one of these studies189 training around health and
well-being was said to be ‘infused’ throughout the Graduate Diploma in Education course (p. 26), and
teachers spent 1 day per week on teaching practice in secondary schools for the ﬁrst 6 weeks of the course.
As stated above, the HIV infection/AIDS training given by Chifunyise and colleagues81 provided the most
extensive period of training, comprising college-based training for two terms (6 months) and a period of
teaching practice involving teaching AIDS education spanning 22 months.Theoretical basis of training
Only two94,213 of the 20 studies explicitly reported that the training was theory-based. Yager213 designed
training for ﬁrst-year BEd and Bachelor of Health and Physical Education trainee teachers based on three
theories of behaviour change: the transtheoretical model, cognitive dissonance theory and the theory of
planned behaviour. These theories reﬂect the focus of the study on inﬂuencing trainee teachers' own
health-related behaviour so that they can use this learning in their own teaching of health to pupils. Fenton94
described training based on the Strengths Approach to child protection education, a theoretical framework
that evolved out of recent practice in social work which she applied to teaching and addressing moral
and ethical issues such as child abuse.
Although not explicitly described as a theoretical model, Mead142 appears to propose a model of teacher
education that places experience of PSHE education and citizenship (in terms of discussion about,
observation of and teaching of) at the heart of a process of learning which helps trainee teachers to make
their values explicit. Myers-Clack and Christopher148 did not explicitly report that their training was based on
a theory; however, it is stated that the questionnaire used to assess outcomes was developed based on
Fullan's theory of educational change and the course objectives and goals. Cleave and Charlton83 did not
report a theory but did report that the course was designed in line with ‘humanistic principles of education’
(p. 401).Outcome and process measures
Twelve (60%) studies25,61,63,70,81,83,92,148,191,195,200,201 measured outcomes associated with health teacher training
(see Table 45). Teacher outcomes were measured in all of these studies; no studies reported pupil outcomes.
The teacher outcomes reported were knowledge of health issues (n=7; 35%), health-related teaching
skills (n=4; 20%), conﬁdence/self-efﬁcacy to teach health (n=7; 35%), attitudes towards promoting health
(n=4; 20%), motivation/intentions to teach health (n=2; 10%), teaching of health in school (n=3; 15%),
teachers' values (views and beliefs around health and their role as a teacher of health) (n=8; 40%),
teachers' mental health (n=1; 5%) and ‘other’ outcomes (n=3; 15%).
Sixteen (80%) studies25,26,44,61,63,81,83,92,94,117,142,156,174,189,195,201,213 evaluated the processes of health teacher
training. The studies were classiﬁed in terms of the same types of processes used in the descriptive map
earlier in this report (see Chapter 5, Outcomes and processes measured). These were acceptability and
adequacy to the teachers of the training (n=12; 60%), resources and costs used to train the teachers
(n=3; 15%), teachers' general reﬂexivity of their health-promoting role and practice (n=13; 22%),
implementation of the training programme (n=8; 40%) and ‘other’ processes (n=2; 10%).NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Eight (40%) studies25,61,63,81,83,92,195,201 measured both outcomes and processes. Further detail on the outcomes
and processes measured are given in Assessment of the effectiveness of training on teacher outcomes and
Assessment of processes, which report the results of the studies.Critical appraisal of the included studies
As stated earlier, the methodological quality of all of the included studies was appraised using standard
criteria (see Appendix 8). The level of detail of study methods and ﬁndings reported in the publications
varied considerably. In a number of cases detail was minimal, prohibiting a full appraisal of quality, although
it is acknowledged that many academic journals impose word limits limiting the extent to which authors
can describe methods.
The sample sizes of the studies varied considerably, from <10 to around 1500 participants, with the majority
including up to 100 participants (see Table 45). Some of these studies could be considered to be
relatively small; however, to put the research into perspective, some authors pointed out that the status of
their study was a ‘preliminary investigation’,201 a ‘pilot evaluation’,63 a ‘small-scale study’142 and ‘a case
study methodological approach’.70
Only two studies26,83,156 reported who had funded the research and it was therefore unclear in the majority
of studies whether funding status represented a possible conﬂict of interests (e.g. whether the funder
had a ﬁnancial interest in the outcome of the research). In the majority of studies there was no explicit
statement of whether informed consent was sought from the study participants.Data collection methods
A range of data collection methods was used by the studies to assess outcomes and processes, with some
studies using multiple methods (Table 48). The most common method was questionnaires. Many of these
were structured, with pre-coded response categories and rating scales, although some also included
open-ended questions allowing respondents to elaborate in more detail on particular issues. Interviews were
another commonly used method, mainly conducted on a one-to-one basis using open-ended questions.
In one of the two studies that used observation as a method, the study author observed the guest presenter
who addressed the trainee teachers, as well as the trainee teachers' verbal and non-verbal responses to
the guest presentation.61 The other study that used observation did not provide any further detail on
this method.63
The eight studies classiﬁed as ‘other’ used a variety of methods, the most common of which were trainee
teachers' reﬂections on the training elicited using essays,26,156 ‘written responses’ and ‘anonymous students'
evaluations’,61 ‘critical incident reﬂections’,70 ‘written narratives’,92 ‘electronic discussion board that allows
anonymous postings’94 and ‘e-mails and posts on an online discussion board’.213 Also classiﬁed as ‘other’
were curriculum mapping of the content of a PGCE course against qualiﬁed teacher standards and the Public
Health Skills and Career Framework (PHSCF)25 and analysis of trainee teachers' mentor reports.142 One study
mentioned receiving feedback from experts in the ﬁelds of education and child protection, but provided
no further information.63 In general, the studies did not report whether data collection instruments had
been validated, although some did mention that they had been piloted before use.Critical appraisal of outcome evaluation
The studies varied in terms of their evaluation design (see Table 45) and, because of the way that some
of them were conducted and reported, they did not always ﬁt easily into standard categories of study design.
In only a few studies did the authors themselves provide a deﬁnition of the design.
In terms of the 12 studies that reported outcomes,25,61,63,70,81,83,92,148,191,195,200,201 the most commonly classiﬁed
design was a single cohort of teachers, with outcomes assessed before and after their training (single cohort
before-and-after study).25,70,81,83,148,191,195 (Note that the term ‘single cohort’ does not prohibit more than
one group of teachers in the study but means that all teachers received the same training with no control or
comparison group.) Two studies evaluated training in single cohorts of teachers with outcomes assessed91
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TABLE 48 Data collection methods for outcomes and/or processes (all included studies)
Study Focus group Interview Questionnaire Observation Other
Arnold 200744 ✓ ✓
Athanases 200361 ✓ ✓
Baginsky 200563 ✓ ✓ ✓ ✓
Bostock 201070 ✓ ✓ ✓
Chifunyise 200281 ✓ ✓
Cleave 199783 ✓ ✓
Evans 200792 ✓ ✓
Fenton 200894 ✓ ✓ ✓
Hodgkinson 2000117 ✓ ✓
Mead 2004142 ✓ ✓
Myers-Clack 2001148 ✓
Paakkari 201026,156 ✓ ✓
Rossato 2009174 ✓ ✓
Speller 201025 ✓ ✓
Taylor 2008189 ✓
Thomas 2005191 ✓
Vincent 2005195 ✓
Weatherby-Fell 2004200 ✓
Weatherby-Fell 2005201 ✓
Yager 2009213 ✓ ✓
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92only after the training.63,201 Another study appeared to be primarily a process evaluation of training in a single
cohort of teachers, but some outcomes were also reported during the course of the training, and also at the
end.61 In a further study that reported outcomes the design was classiﬁed as unclear.200 This appeared to be a
single cohort of teachers receiving training, but there were conﬂicting details in the publication about the
possible inclusion of a before-training assessment. The seven single cohort before-and-after training studies
were critically appraised using the Cochrane EPOC Group risk of bias criteria228 (Table 49).
All studies were judged unclear in terms of whether the intervention, in this case the teacher training, was
independent of other changes. Only three studies81,148,191 commented on the limitations of the study
design in this respect. For example, Myers-Clack and Christopher148 commented that, because of the lack of
a control group, it was inconclusive whether or not the observed changes were due to the training:
‘discussions with other students or teachers, other courses, or experiences in the classroom, actual
teaching experience, paraprofessional experiences, volunteering – might have inﬂuenced the outcome
variables’ (p. 465).
All studies were judged at low risk of bias in terms of the data collection being affected by the training
(e.g. sources and methods of data collection were the same before and after the intervention for consistency
in measurement). Incomplete data were adequately addressed in four of the studies25,70,148,191 (e.g. the
proportion of missing data at the post-training assessment was considered low and unlikely to bias the
outcome measurement) and this was unclear in three81,83,195 (e.g. not reported whether or not there were any
missing data at the post-training assessment, or unmatched samples of teachers assessed before and afterNIHR Journals Library www.journalslibrary.nihr.ac.uk
TABLE 49 Risk of bias judgement for single cohort before-and-after studies
Question Low, n High, n Unclear, n
1. Was the intervention independent of other changes? 0 0 7
2. Was the intervention unlikely to affect data collection? 7 0 0
3. Were incomplete outcome data adequately addressed? 4 0 3
4. Was the study free from selective outcome reporting? 5 0 2
5. Was the study free from other risks of bias? 4 2 1
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2training). Most of the studies were judged at low risk of bias from selective outcome reporting (e.g. all
outcomes that were stated to have been measured were reported on in terms of results). In one study195 it
was unclear because no detail was provided on which items and measures were included in the surveys,
and in another study25 the authors state that selected outcomes are reported but it is not possible to tell
which outcomes were omitted.Critical appraisal of process evaluation
Table 50 reports the critical appraisal judgements for the 16 studies that evaluated the processes of teacher
training (see Appendix 8 for more detail on the criteria used). As stated earlier, the studies that we have
classiﬁed as examining processes of teacher training did not always deﬁne themselves explicitly as
process evaluations.
Twelve of the studies25,26,44,63,81,83,92,94,117,156,189,201,213 were judged to have taken at least a few steps to minimise
bias in the sampling of research participants (e.g. using a sampling strategy appropriate to the study
aims; including all stakeholders in the research; reporting the characteristics of the study sample). One study61TABLE 50 Methodological quality of the studies reporting processes
Unclear, n
A few steps
taken, n
Several steps
taken, n
Fairly thorough
attempt, n
1. Were steps taken to minimise bias/
increase rigour in sampling?
3 8 4 1
2. Were steps taken to increase rigour/
minimise bias and error in the process
data collected?
6 4 5 1
3. Were steps taken to increase rigour/
minimise bias and error in the analysis
of the process data?
12 1 1 2
Limited
grounding/
support, n
Fairly well
grounded/
supported, n
Reasonably
well
grounded/
supported, n
4. Were the ﬁndings of the process
evaluation grounded in/supported by
the data?
6 9 1
Limited
breadth
and
depth, n
Good/fair
breadth,
limited
depth, n
Good/fair
depth,
limited
breadth, n
Good
breadth and
depth, n
5. Breadth and depth of ﬁndings 8 2 1 5
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94was judged to have made a fairly thorough attempt. In this study the evaluation involved all people
involved in the training, including the trainee teachers, the training instructors and the guest presenter.
Similarly, nine of the studies25,26,44,92,94,117,156,174,189,213 were judged to have taken at least a few steps to
minimise any error in the process of data collection (e.g. validation and piloting of data collection
instruments; ensuring that all participants were able and willing to contribute; assurances of conﬁdentiality).
The one study judged to have taken a fairly thorough attempt was again that by Athanases and Larrabe.61
In this study the authors discuss the efforts made to encourage the trainee teachers to provide candid
responses in their evaluation of the training, and a combination of data collection methods was used
(e.g. written responses; anonymous trainee teacher feedback, observation, interviews) providing a
comprehensive set of evaluation methods. It was not stated, however, whether data collection instruments
were validated.
Fewer studies were judged to have taken steps to minimise bias and error in the analysis of the process data.
Twelve25,44,63,81,83,92,117,142,174,195,201,213 of the 16 studies were judged unclear on this criterion, mainly because of
lack of detail given about which methods had been used to analyse the data (e.g. type of approach to
analysing qualitative data from interviews and focus groups), who participated in the data analysis and
whether they accounted for their role in the training and the research, and whether data were independently
analysed by more than one person. One of the two studies that was classiﬁed as providing a fairly thorough
attempt was that by Paakkari and colleagues,26,156 who provided a detailed account of their approach,
which they describe as phenomenographic research. A process was followed to minimise the inﬂuence on
the research of the authors' own perspectives, and the authors also describe a holistic approach to the
data analysis with full integration of data from trainee teachers' essays and interview transcripts.
The ﬁndings of the majority of the studies25,26,61,92,94,117,142,156,201,213 were classed as fairly well grounded in/
supported by the data. In some studies quantitative results were provided in tabular form (e.g. counts and
frequencies illustrating the predominance of certain issues or themes) with further elaboration in the text
and with supporting illustrative quotes from the research participants illustrating the range of perspectives.
The ‘qualitative case study’ by Taylor and colleagues189 was the only study judged to be reasonably well
grounded in its ﬁndings, with several illustrative participant quotations to support the analytical observations
made. (Note: the distinction between ‘fairly well’ and ‘reasonably well’ grounded can be seen as ‘average/
satisfactory’ and ‘good’ respectively.) Although the quotations are not numbered or otherwise identiﬁed, the
author does demonstrate that quotes come from a range of research participants. In six studies,44,63,81,83,174,195
however, only limited process data were given, which made it difﬁcult to interpret the authors' overall
conclusions (e.g. key results only summarised in terse bullet points, or ﬁndings reported in general terms
making it difﬁcult to discern between data and the authors' interpretations and general opinions).
The studies were judged in terms of the breadth and depth of ﬁndings, with ‘breadth’ being the extent of
description of the ﬁndings and ‘depth’ being the extent to which data have been transformed into themes or
concepts. The ﬁndings of half of the studies25,63,81,83,174,195,201,213 were judged to be of limited breadth and
depth. Generally, these studies were reported in brief detail with limited analytical exploration of the ﬁndings
and their implications. Only ﬁve of the studies26,61,92,94,156,189 were judged as providing good breadth and
depth of ﬁndings [e.g. the perspectives of participants are fully explored in terms of breadth (contrast of two
or more perspectives) and depth (insight into a single perspective)]. An example is the study by Evans and
Evans,92 which explored the conﬁdence of trainee teachers and NQTs of English in teaching PSHE education.
There was reasonable breadth to the ﬁndings with a number of illustrative quotes and discussion of the
implications for teacher training. In terms of depth there was some translation of the data into key areas for
discussion and reﬂection, although there was no explicit attempt at theoretical development.
A ﬁnal step in the critical appraisal process was for studies to be judged in terms of their ‘weight of evidence’.
A weight (low/medium/high) was assigned to the reliability or trustworthiness of the ﬁndings (e.g. the extent
to which the methods used were rigorous/could minimise bias and error in the ﬁndings – items 1–4 in
Table 50). A second weight was assigned according to the usefulness of the ﬁndings in terms of how well theNIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2teacher training was described and whether or not the process data could illuminate the relationship
between the process of delivering the training and outcomes, and barriers to and facilitators of successful
implementation (taking into account items 4 and 5 in Table 50). The majority of the studies (n=10) were
judged to be medium or high in reliability and usefulness of ﬁndings (Table 51). The three studies that
were judged high on reliability and/or usefulness were those by Athanases and Larrabee,61 Taylor and
colleagues189 and Paakkari and colleagues.26,156Assessment of the effectiveness of training on teacher outcomes
Knowledge of health
Seven studies reported the impact of training on teachers' knowledge of health. Five25,70,81,191,195 were
classiﬁed as single cohort before-and-after study designs and two61,200 included single cohorts of trainee
teachers with outcomes measured at various time points during the study. Knowledge was assessed in a
variety of ways.
Athanases and Larrabee61 reported that a ‘dominant theme’ in their study was the trainee teachers' positive
value placed on new learning about issues faced by lesbian and gay people (p. 247). Seventy-four of the
97 trainee teachers (76%) were classiﬁed as placing a value on developing knowledge of issues about
lesbian and gay people, including issues in relation to school.
Chifunyise and colleagues81 report changes in Zimbabwean trainee teachers' knowledge of HIV infection/
AIDS prevention, symptomology and epidemiology from baseline to follow-up 4 years after the start of
training. There was an increase in knowledge of symptoms, diagnosis and treatment. No statistical tests wereTABLE 51 Weight of evidence judgements for reliability and usefulness of ﬁndings (study processes)
Study
Reliability of ﬁndings Usefulness of ﬁndings
Low Medium High Low Medium High
Arnold 200744 ✓ ✓
Athanases 200361 ✓ ✓
Baginsky 200563 ✓ ✓
Chifunyise 200281 ✓ ✓
Cleave 199783 ✓ ✓
Evans 200792 ✓ ✓
Fenton 200894 ✓ ✓
Hodgkinson 2000117 ✓ ✓
Mead 2004142 ✓ ✓
Paakkari 201026,156 ✓ ✓
Rossato 2009174 ✓ ✓
Speller 201025 ✓ ✓
Taylor 2008189 ✓ ✓
Vincent 2005195 ✓ ✓
Weatherby-Fell 2005201 ✓ ✓
Yager 2009213 ✓ ✓
Total 5 9 2 5 9 2
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96reported for the changes presented. The authors' overall summary of knowledge acquisition was that the
increase was ‘small’ (p. 383).
Speller and colleagues25 reported changes in PGCE trainee teachers' knowledge of physical activity and
healthy eating over the course of a year. There were mixed ﬁndings, with a low proportion of trainee
teachers correctly identifying recommended physical activity guidelines for children, but a higher proportion
aware of the ﬁve-a-day recommendation for fruit and vegetables. No statistical tests were reported for
the changes presented.
Vincent and colleagues195 reported changes in two questionnaire knowledge items following implementation
of the Response Ability programme to prepare teachers for dealing with mental health issues affecting
children. Pre- and post-training changes in knowledge are reported for ﬁve geographically separate cohorts
in Australia who received the programme. There was a statistically signiﬁcant increase in understanding of
how schools can respond to youth suicide in all ﬁve cohorts, and in understanding of a range of mental
health problems in adolescence (depression, eating disorders, anxiety and schizophrenia) in three of the
cohorts. Weatherby-Fell and Kean200 also report an evaluation of Response Ability, using the same
knowledge measures as Vincent and colleagues.195 They do not appear to have measured knowledge before
the training but they do make a comparison with a (non-concurrent) control group who did not receive
the training. There were no statistically signiﬁcant differences in ‘understanding of mental health problems
in adolescence’ between the training and control groups (mean ratings were high in both groups);
however, the training group showed a statistically signiﬁcant higher understanding than the control group of
how schools can address suicide prevention and respond to youth suicide.
Bostock and colleagues70 reported that the PGCE trainee teachers who received training on mental health
issues affecting children became more aware of the incidence and early signs of mental illness in children and
adolescents. These results were reported narratively with no supporting quantitative data.
Finally, Thomas and Jones191 reported a highly statistically signiﬁcant increase in trainee teachers' self-rating
of knowledge in relation to the health aspects of PSHE education following training (p<0.0001).Confidence/self-efficacy to teach health
Seven studies63,70,83,191,195,200,201 reported the impact of training in terms of changes to teachers' conﬁdence/
self-efﬁcacy to address health in schools. All but two of these63,200 were before-and-after single cohort
study designs. Conﬁdence was generally measured by trainee teachers' self-ratings against statements about
perceived ability to identify with and respond to children with health issues.
Baginsky and Macpherson63 report changes in conﬁdence following implementation of the Child Protection
in Initial Teacher Training Tutor Pack in 13 HEIs in the UK. At the ﬁrst questionnaire, completed at the
end of the ﬁrst training input, 59% of trainee teachers said that they were conﬁdent in their role and
responsibilities in relation to child protection. This ﬁgure increased to 73% once they had completed their
teaching practice. Despite the high levels of conﬁdence identiﬁed by the questionnaire, there were a
‘signiﬁcant number of respondents expressing some anxiety and confusion’ (p. 320).
Bostock and colleagues70 stated narratively that PGCE trainee teachers showed a big increase in conﬁdence
in their ability to detect early warning signs of mental health problems after a 1-day training course. The
conﬁdence ratings of the PGCE trainee teachers for knowing what to do if they did detect a mental health
problem were much higher after the training. No quantitative data are provided to support this assertion
and details of the rating scale used are not given. A small sample of ﬁve NQTs who received the training
18 months previously were reported to remain conﬁdent that they would know what to do if they detected a
problem with a pupil, without having had any further training.
Cleave and Charlton83 evaluated a 2-day training course for teachers to enable them to support children
experiencing cancer-related life crises. The authors report that after training the majority felt more conﬁdentNIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2in being able to identify children under stress (73%) and negotiate some form of action with the child
(82%). In total, 45% of the participants felt more conﬁdent immediately after the course in being able to
accurately reﬂect what a child was saying or feeling, whereas 55% felt about the same as they had before
the course. No participants rated themselves as feeling less conﬁdent in any of the skills at either of the
two post-training assessments. Caution is advised in the interpretation of these ﬁndings because of the small
number of trainee teachers in the study (n=11).
Improving conﬁdence to teach PSHE education was the focus of the study by Thomas and Jones.191 Mean
post-test scores for total conﬁdence on a PSHE Key Skills Conﬁdence Scale were reported to have increased
substantially compared with pre-test scores. Following training there was a highly statistically signiﬁcant
increase in 25 skill items relating to working with others, and in 20 items relating to conﬁdence in
communication following training (p<0.0001).
There were statistically signiﬁcant increases in the mean agreement with the two conﬁdence statements
assessed by Vincent and colleagues.195 The statement relating to feeling conﬁdent about responding to a
young person considering suicide was statistically signiﬁcant for all ﬁve geographical cohorts in the study.
The statement about responding to and working with a young person with a mental health problem was
statistically signiﬁcant for four of the ﬁve cohorts (p-values not reported).
Weatherby-Fell and Vincent201 reported a moderate to high level of agreement with the statement about
feeling more conﬁdent about identifying young people in need of support in a small sample of early career
teachers (n=13) approximately 12 months after they had completed their university training. (Note:
Weatherby-Fell and Kean200 report a separate evaluation of the same training; however, because of the
unclear nature of the study design and ambiguities in reporting of data for conﬁdence we have not reported
results for this outcome.)Teachers' values
Eight studies25,61,70,81,148,195,200,201 reported outcomes classiﬁed as teachers' values (teachers' views and
beliefs around health and their role as a teacher of health). All but two of these61,200 were single cohort
before-and-after study designs. As with the outcomes presented above, methods for assessing values varied.
One of the themes of the qualitative evaluation of diversity training by Athanases and Larrabee61 was
‘developing strategies for advocating for lesbian and gay youth’. The authors report that following the
training the teachers re-examined their roles as future educators and many considered that it was part of
their duty to treat all of their future pupils with respect, including those who are lesbian or gay.
Bostock and colleagues70 compared PGCE trainee teachers' pre- and post-training responses and
experienced teachers' responses to six Likert scale attitude statements relating to the perceived importance of
the teacher's role in identifying and addressing mental illness in pupils. There were statistically signiﬁcant
differences between these groups in relation to ﬁve of the six statements. The Likert scale mean scores
were ranked for each question, with PGCE trainee teachers after the training showing the most positive
attitudes and the experienced teachers showing the least positive. The authors also report that a larger
number of PGCE trainee teachers after the training than before it expressed a neutral opinion towards the
idea that they have an important role to play in detecting early signs of mental illness in their pupils (no
numerical data provided).
Trainee teachers who participated in focus groups in the study by Chifunyise and colleagues81 discussed what
qualities a teacher should have to be able to teach AIDS education. It is reported that they all agreed
that such a teacher should be a strong role model for pupils. They recognised that AIDS education is a
difﬁcult and sensitive subject and that they did not always feel competent to teach it. To overcome this they
recognised that they should be able to identify up-to-date information.97
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98Myers-Clack and Christopher,148 who evaluated the training course Drug and Health Issues for Educators,
hypothesised that the training would increase the teachers' value of school health education and belief in the
importance of health to a student's learning. There was a statistically signiﬁcant increase in the former
(p=0.000) but not the latter (p=0.320) over the course of the semester.
Speller and colleagues25 reported the percentage of trainee teachers agreeing with ﬁve statements relating
to the role and ability of teachers/schools to inﬂuence children's health (e.g. ‘Teachers can be role models
for health’ and ‘As a teacher I will be able to positively inﬂuence young people's health behaviours’).
A high proportion of trainee teachers agreed with the statements at baseline (ranging from 74% to 96%).
At the end of the academic year there was a slight decrease in agreement with four of the ﬁve statements,
only one of which was statistically signiﬁcant (‘The school environment affects students' food choices’;
p<0.01). There was a slight increase in agreement with one statement (‘The nutritional health of students
should be a school priority’) but this was not statistically signiﬁcant.
There was a statistically signiﬁcant increase in mean agreement with the statement ‘It is important for
student teachers to learn about mental health promotion and suicide prevention at university or college’
between baseline and follow-up in three of the ﬁve cohorts in the study by Vincent and colleagues.195 There
was a statistically signiﬁcant increase in mean agreement with the statement ‘Schools and teachers can have
a positive effect on the mental health of young people and help to prevent suicide’ between baseline
and follow-up in four of the ﬁve cohorts. No p-values were provided for these results. The authors also report
selected quotes from two of the trainee teachers about how they considered the course would help them
to address the mental health of their pupils. Weatherby-Fell and Kean200 also report an evaluation of this
training (Response Ability) using these same two statements. They do not appear to have measured these
statements before the training but they do make a comparison with a control group (non-concurrent).
They report that mean scores for the statements were very high for both groups, and no statistically
signiﬁcant difference was found between the training group and the control group.
Approximately 12 months after they completed their university training, Weatherby-Fell and Vincent201 asked
their small sample of 13 early career teachers to rate the statement that teachers have an important role in
creating supportive school environments and building resilience. The teachers agreed strongly with this
(mean scores ranging from 8 to 10 on a scale of 1–10). The teachers were also asked to indicate their level
of agreement with the statement that young people's social and emotional well-being, or resilience, can
impact on school performance, behaviour or learning outcomes. There was strong agreement with this
statement (mean scores between 9 and 10).Teaching of health and well-being in school
Three studies70,92,191 reported the impact of training in terms of various aspects of the teaching about health
and well-being issues in school.
The study that investigated this in most depth was that of Evans and Evans,92 which assessed the conﬁdence
of a small group of 21 NQTs to teach PSHE education in relation to their initial training received (secondary
PGCE English) and subsequent training through early CPD. It is reported that one-third of the study
respondents had never taught PSHE education as a separate subject during their PGCE teaching placement,
with only half having done so in more than one lesson. Once in post the NQTs reported signiﬁcant
responsibility for PSHE education delivery. Based on the questionnaire responses and written narratives the
authors suggest that there is a signiﬁcant disparity between experience gained as trainees and expectations
of teachers during the NQT year regarding the delivery of PSHE education.
Respondents were also asked to rate the usefulness (‘most useful’) of 10 particular teaching methods for
both PSHE education as a separate subject and PSHE education through English. Common rated methods
included ‘question and answer’ (ﬁve respondents), ‘small group or paired discussion’ (ﬁve respondents),
‘whole class discussion’ (six respondents) and ‘guided, practical activity’ (four respondents). Drama
techniques was the most popular choice for teaching PSHE education through English (10 respondents), butNIHR Journals Library www.journalslibrary.nihr.ac.uk
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Responses to open-ended questions agreed with these ratings, highlighting the usefulness of interactive and
practical tasks for PSHE education. The authors suggest that these teachers do recognise the usefulness of,
and do use, interactive methods in teaching PSHE education. When asked, ‘How often do you deliberately
target PSHE education learning objectives when planning English/media lessons?’, one-third of the
participants responded ‘often/quite often’, one-third responded ‘not very often/not often enough’ and
one-third responded ‘spontaneously only’, ‘never’ or ‘when instructed’. The authors suggest that there is a
lack of overt awareness of how much PSHE education teaching could be planned for in English lessons.
The training evaluated by Thomas and Jones191 provided PGCE science and geography trainees with the
opportunity to plan and deliver a 1-hour lesson on peer pressure to year 7/8 pupils. As stated earlier (see
Conﬁdence/self-efﬁcacy to teach health), the impact of the training was assessed through self-ratings of
conﬁdence to teach PSHE education through the PSHE Key Skills Conﬁdence Scale. Some of the items on this
scale related to the teaching of PSHE education, including items such as ‘During PSHE lessons I listen and
respond sensitively, developing ideas and encouraging other pupils to contribute; encourage pupils to
recognise and express their ideas, feelings, attitudes, beliefs, values and personal experiences’. There was a
highly statistically signiﬁcant increase in scores for all items following training, indicating good practice
around the teaching of PSHE education.
Finally, Bostock and colleagues,70 in their study of mental health training for PGCE trainee teachers, reported
that trainees took a very positive and proactive approach once they identiﬁed mental health problems in
their pupils during their training school placements. They reported taking responsibility and referred the
problem to appropriate colleagues and took advice. These ﬁndings were based on critical incident
reﬂections written by the trainee teachers for their assignments.Summary of teacher outcomes
Twelve studies25,61,63,70,81,83,92,148,191,195,200,201 reported teacher outcomes, based on evaluation of teacher
training that varied in a range of characteristics. The majority of the studies measured outcomes before
and after training in a single group of trainee teachers, with few comparisons with teachers who did not
receive training. Outcomes were measured in a variety of ways, predominantly through self-ratings on
structured scales, although some studies reported trainee teachers' written reﬂections and qualitative
methods from focus groups. The changes in outcomes were not always conﬁrmed by statistical tests and
caution is advised in the interpretation of the ﬁndings in the absence of control or comparison groups.
The studies demonstrated some increases in trainee teachers' factual knowledge of health issues following
training, in areas as varied as HIV/AIDS, healthy eating and physical activity, mental health, health aspects
of PSHE education and diversity. There was a general increase in teachers' conﬁdence in relation to
teaching PSHE education, and in identifying and helping children with mental health problems or child
protection issues. Likewise, there was a general increase in positive beliefs about the role of teachers and
schools in promoting children's health, including tentative evidence for beliefs about the relationship
between good health and effective learning. There was some limited evidence on teachers' experiences of
teaching health in schools, speciﬁcally PSHE education lessons. Teachers' self-ratings showed increases in
scores for their ability to facilitate effective discussion of health issues. Teaching methods such as interactive
and practical tasks for PSHE education were popular.Assessment of processes
During data extraction we classiﬁed the process evaluation ﬁndings according to the categories shown on
the left-hand side of Figure 10. We then analysed these to identify overall themes within the ﬁndings.
This resulted in a list of eight themes that encapsulated the ﬁndings of the process evaluations. Figure 10
shows the themes identiﬁed and which of the original data extraction categories most of the ﬁndings relating
to each theme came from. We next discuss the process evaluation ﬁndings relating to each theme and
the barriers to and facilitators of health training in ITT that can be inferred from these ﬁndings.99
© Queen's Printer and Controller of HMSO 2013. This work was produced by Shepherd et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science Park,
Southampton SO16 7NS, UK.
Data extraction process categories Process themes
Acceptability and
adequacy to the teachers
of the training
Roles and values
Resources and costs used
to train the teachers
Teachers’ general
reflexivity of their health-
promoting role and
practice
Implementation of the
training programme/the
health promotion
intervention 
General organisation/
administration of the
training
(No studies reported findings)
Adequacy of teacher
training in relation to
health
Acceptability of teacher
training in relation to
health
Time and competing
priorities
Breadth and depth of
health coverage
Variability in provision
and quality of training
Integrated, discrete and
incidental approaches to
training
Ongoing training needs
and transition from pre-
service to in-service
A mix of themes and/or
‘other’ category
FIGURE 10 How the process evaluation findings themes related to the original data extraction categories.
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100Acceptability of teacher training in relation to health
Eight studies61,81,83,92,94,195,201,213 reported ﬁndings on trainee teachers' and training providers' perceptions of
the acceptability of the training in health that they had received or delivered. These studies reported on the
perceived acceptability of the training overall61,81,83,92,201,213 (which included training in health education
and promotion in general,213 sexual diversity,61 HIV infection/AIDS prevention,81 working with children who
have experienced cancer in their lives,83 PSHE education92 and mental and emotional health201) and the
resources used to support delivery.94,195,213 The studies reported that, in the main, the training was seen to be
acceptable and was well received by trainee teachers.61,81,83,92,201,213 The authors of only one study, that by
Athanases and Larrabee,61 reported that a minority of trainee teachers were resistant to the training.
This study was conducted at a university in the USA and was published in 2003. It examined trainee teachers'
responses to training about respecting sexual diversity and understanding and supporting lesbian and
gay youth in schools, with the training delivered in part by a gay-identiﬁed guest speaker. The resistant
trainee teachers had difﬁculty reconciling the topic with their religious beliefs, with one trainee teacher
refusing to attend a class meeting with the guest speaker.NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2The ﬁndings of this study, along with those of Chifunyise and colleagues,81 who evaluated a HIV
infection/AIDS prevention training programme in Zimbabwe, also highlighted that the creation of a
non-threatening atmosphere was helpful for trainee teachers to discuss these sensitive diversity61 and
sexual health81 topics.
Two94,195 of the three studies that reported on trainee teachers' and training providers' responses to resources
and materials used as part of the training also suggested that these resources and materials were
generally well received. Fenton94 stated that trainee teachers responded well to case studies that were
included as part of child protection training, as these helped trainee teachers to explore different perspectives
on child protection issues. Vincent and colleagues195 reported that 96% of the teacher educators in their
study found it easy to use a multimedia resource package called Response Ability, which was distributed
to pre-service education providers in Australia to support mental health training. Furthermore, 96%
said that their trainee teachers were receptive to the material.
The other study that reported on trainee teachers' responses to resources and materials used as part of the
training213 suggested that training delivered using online materials may not be effective in engaging the
interest of all trainee teachers. Over the semester-long course about health issues relevant to trainee
teachers, the majority of the trainee teachers (67%) engaged with these materials for fewer hours than they
were guided to. Yager213 noted anecdotal evidence of ‘online overload’ and suggests that trainee teachers
might be more likely to complete activities if they are provided in a hard-copy format.Adequacy of teacher training in relation to health
Trainee teachers' views of the adequacy of the training that they had received varied. Two studies83,92 suggested
that PGCE trainee teachers (along with NQTs in one of the studies92) were generally positive that the training
that they had received in communication skills for working with children experiencing cancer in their lives
(conducted at one university in England)83 and in incorporating PSHE education into their
English teaching (conducted at another university in England)92 had met their needs. The trainee teachers and
NQTs in the latter study felt that the training that they had received had had a beneﬁcial impact on their
practice in school, as did trainee teachers who had participated in HIV infection/AIDS prevention training in
Zimbabwe in another study.81 After training in how to incorporate PSHE education into their English teaching,92
some of the trainee teachers felt, however, that they still lacked knowledge and that further knowledge-based
input would have been useful. One study of mental health training (using the Response Ability resources)
in Australia201 showed that four of the seven trainee teachers surveyed felt that the training had helped them to
become ‘a better teacher’, whereas three were neutral about this. A study of teacher training in issues related
to their health213 found that only around half of the trainee teachers involved felt that it had enhanced
their personal well-being or had helped them to reﬂect on this. Other authors reported that, after receiving
training in PSHE education,92 child protection,63,94,117,174 sexual diversity61 and mental and emotional health,189
some trainee teachers still had ongoing concerns about teaching PSHE education92 and dealing with sensitive
issues in practice.61,63,94,117,174,189 This was especially the case in the studies about child protection
training,63,94,117,174 which reported that trainee teachers often did not feel fully prepared to deal with this issue if
it arose in school and that they expressed concerns about the complex issues facing teachers.
For health training to meet trainee teachers' needs, the ﬁndings of the process evaluations suggested that it
may be important for it to:
l include practical experience92 or training in practical skills63,94,174,189,201
l be made personally relevant to trainee teachers61,94,213 and take into account individual needs63,83
l be relevant to teachers' practice in schools.61,63,94Practical experience or skills
Six studies reported that trainee teachers felt that more practical experience of teaching PSHE education92 or
training in practical strategies for dealing with issues such as pupil well-being189,201 (e.g. working with
parents) and child protection63,94,174 (e.g. reporting strategies, dealing with disclosure) would have been101
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102useful in the training that they received or in their future training. Two studies found, however, that some
trainee teachers believed that, although training was helpful, they would learn better from their own
experience once they were working within schools how to teach PSHE education (with observation and
feedback)92 or deal with student well-being.189 Teacher educators in another study,44 which surveyed
teacher training providers across Australia about the child protection content of their courses and ran a focus
group with teacher educators about this, also acknowledged that practical experience of child protection
issues on school placement teaching might be useful for trainee teachers to help contextualise and
broaden their understanding of this issue. They also felt, however, that this would have organisational
implications for ITT providers in terms of a need to closely monitor the training that took place.Personal relevance and individual needs
Findings from the studies by Fenton94 and Athanases and Larrabee61 suggest that it may be important for the
delivery methods used in training to engage trainee teachers on a personal level. Fenton94 states that,
during child protection training that used the Strengths Approach in a 13-week module with 19 pre-service
teachers studying Early Childhood Education in Australia, the trainee teachers appreciated more informal
statistics about child abuse presented in case studies rather than national statistics, because the case studies
translated the statistics into a more tangible format, and enabled the trainee teachers to make
connections between the statistics and their experiences. Fenton94 also states that trainee teachers sharing
their personal and professional experiences of child protection issues during training enabled them to
more fully explore these issues and ‘made it harder for pre-service teachers to ignore the likelihood of
encountering children in situations of abuse in their careers or to have thoughts of ignoring the issue as
irrelevant for their practice’ (p. 229). In their study of training about understanding and supporting gay and
lesbian youth in schools, Athanases and Larrabee61 found that trainee teachers felt that the delivery of some
of the training by a gay-identiﬁed guest speaker helped to bring the statistics that they were presented
with alive and they appreciated the opportunity to gain insight into an insider's perspective.
The ﬁndings of three of the process evaluations63,83,213 also suggested that in some cases training did not fully
meet teachers' needs as they felt that the delivery methods needed to be tailored more to individual
circumstances, including different levels of teaching experience (found in a study83 evaluating teacher training
about working with children experiencing cancer in their lives, which was delivered to both PGCE students and
practicing teachers) and previous training (found in a study63 that evaluated a child protection training pack,
which had been developed by the NSPCC, among 1247 students at 13 HEIs in the UK). In the study of training in
health issues relevant to the trainee teachers' own health by Yager,213 only 50% of the trainees reported that
they felt that the training was personally relevant to them. For example, the author provided a quote from a
mature trainee teacher who commented that the training was more relevant to younger trainee teachers.Relevance to teachers’ practice in schools
Three studies61,63,94 suggested that it may be important to make information presented to trainee teachers
during training relevant to their practice as teachers. Fenton94 and Athanases and Larrabee61 found that
trainee teachers responded well to training in child protection and supporting gay and lesbian youth in
schools, respectively, when the materials and methods used were speciﬁcally related to education. Baginsky
and Macpherson63 conducted a study to examine how to improve a child protection training pack, developed
by the NSPCC, to be used in ITT. Among other improvements, trainee teachers suggested that the materials
could be made more relevant to what happens in schools and that they could highlight the responsibilities of
the agencies who would be involved in a case.Roles and values
Some of the studies that included process evaluations explored trainee teachers' perspectives on their health-
promoting role and how these changed after training; there is some overlap between the ﬁndings of the
process evaluations reported here and the ﬁndings of the outcome evaluations reported earlier.
In the process evaluations, there were mixed ﬁndings in these studies about the extent to which trainee
teachers had assimilated responsibility for health promotion into their role as a teacher and their
understanding about their role. Three of these studies explored trainee teachers' attitudes about this afterNIHR Journals Library www.journalslibrary.nihr.ac.uk
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enhanced training. Speller and colleagues25 found that only a minority of the trainee teachers whom they
surveyed in the 2008–9 academic year did not feel that health promotion was part of a teacher's
responsibility and that teachers could inﬂuence children and young people's health. They did, however, ﬁnd
a small, statistically signiﬁcant increase in the proportion of trainee teachers who endorsed this view over
time, from 3% at the start of their PGCE year to 7% at the end of the year. In 1997, Hodgkinson and
Baginsky117 examined how child protection training was covered in ITT in SCITTs in England following new
requirements from the government that teachers receive training in child protection. They found that
some trainee teachers were resistant to the idea that child protection was their responsibility as a teacher and
some felt that little could be done to help children experiencing abuse. The trainee teachers expressed a
lack of clarity about what their role in child protection entailed and had little understanding of
interprofessional responsibilities for dealing with these issues. In a similar study, Rossato and Brackenridge174
examined how child protection was covered in sports degrees and PE ITT degrees in the UK following the
introduction of ECM. They found that trainee teachers generally did not feel prepared for their role in
child protection following their ITT, and that they saw their role as one of identifying situations and referring
the issue to others who were more knowledgeable.
Four of the studies94,189,201,213 that evaluated a speciﬁc health training intervention reported that these were
associated with a positive impact on some trainee teachers' attitudes towards and their understanding of
their health-promotion role. Fenton94 states that early on in a 13-week child protection module using the
Strengths Approach, some of the trainee teachers expressed a disengagement with child protection issues.
Over the course of the module, however, they all came to acknowledge the importance of their role in this as
teachers and expressed more personal engagement with the issue. Taylor and colleagues189 found that, after
receiving training in pupil well-being, which was ‘infused’ into their ITT course (including two practicum
experiences), trainee teachers generally felt that they had developed a greater awareness of the importance
of their and schools' roles in health promotion. They had also developed an increased understanding
of the complexities of student well-being and developed a more holistic and broader understanding of the
factors that affect it and how it can affect pupils' education. Weatherby-Fell and Vincent201 provided three
quotes from their small sample of early career secondary school teachers in Australia who had received mental
health training during their pre-service training, delivered by the Professional Experience Coordinator using
the Response Ability and MindMatters resources, which suggested that the training had made them more
aware of the importance of teachers being sensitive to these issues and how to deal with them. Yager213 found
that 49% of the trainee teachers who had received training in issues related to their health, the aim of
which was also to prepare them for their health education role, agreed that the training had helped them to
develop a broader perspective of well-being as it related to their teaching role. In the discussion of this study,
the author suggests that they should have made the links between health and teaching clearer in the
training so that the trainee teachers could recognise the role of health in their teaching.
Although some of the studies indicated that training had a positive impact on trainee teachers' beliefs about
their role in health promotion as teachers, the studies also indicated that trainee teachers felt that there were
limitations to their role. One study83 reported that trainee teachers had experienced beneﬁts from training in
working with children experiencing cancer in their lives, but that they felt that there was a limit to what they
could do in their role as teachers to support pupils' health and well-being, particularly given the academic
requirements expected of them. Baginsky and Macpherson63 found that, after child protection training in
2000–1, which had been delivered to 1247 trainee teachers in the UK using a package developed by the
NSPCC, trainee teachers recognised their responsibilities as teachers, but they had a number of ongoing
concerns about this. They were concerned that it would be difﬁcult to deal with child protection issues in
reality and that they might not respond appropriately to a disclosure.
The authors of two studies in this review advocated that it is important for trainee teachers to become aware of
their values142 and personal approaches156 to health in their development as teachers. In a study of
pre-service teachers' conceptions of approaches to teaching health education conducted in Finland, Paakkari and
colleagues156 provide a hierarchy of approaches, from a deliverer of knowledge and skills to being103
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104a reﬂective fellow-learner. The authors argue that it is important in health education that trainee teachers become
aware of the personal approaches and beliefs that they hold about it, as these might affect the level of
understanding that pupils develop. Paakkari and colleagues,156 however, did not explicitly link the conceptions
held by trainee teachers to the training that they had received. In a study of 102 BEd and PGCE students in the
UK who were on their ﬁnal school placement, Mead142 found that trainee teachers' opportunities to discuss
their values in relation to teaching PSHE education and citizenship on their school placement were variable.Time and competing priorities
Six studies25,44,63,81,142,189 indicated that a perceived lack of time in an already crowded curriculum in
pre-service training could be a challenge for implementing health training. One study81 also indicated that
training in health (speciﬁcally training in HIV/AIDS prevention delivered to 1562 trainee teachers from 20
institutes of higher learning in Zimbabwe), although well received, was treated as a lower priority by lecturers
and trainee teachers as it was not an assessed subject. The authors of this study recommend assessment to
help address this.Breadth and depth of health coverage
Five studies44,63,83,117,189 suggested that balancing breadth and depth of coverage could also be a challenge in
teacher training in health. Two studies that examined child protection coverage in ITT courses, one
carried out in Australia in 2005 and 200644 and one in SCITTs in England in 1997,117 found that training
sometimes provided narrow perspectives on this issue, with little contextualisation of abuse in terms of its
prevalence, deﬁning features117 and how it is linked to wider family or mental health issues.44 Teacher educators
in the study conducted in Australia44 felt that, if trainee teachers were exposed to broader perspectives on child
protection, this might better prepare them to identify children experiencing these issues. Some felt, however,
that within the time available on their courses they were able to provide only an overview of the issue.
Three studies63,83,189 reported concerns about breadth and depth of coverage from the trainee teachers'
perspective. Two reported that trainee teachers recognised that, because of time constraints, they had
received limited depth of coverage.63,189 In one of these studies,63 in which child protection training was
delivered to UK trainee teachers using a package developed by the NSPCC, the trainee teachers felt that as a
result of the limited depth of coverage they did not feel prepared to deal with these issues. In the other
study,189 about training in pupil well-being that was ‘infused’ into a pre-service training course in
Australia, trainee teachers expressed concern that the limited time spent in school practicums meant that
they were not able to fully engage with the wide range of approaches taken within schools to address this.
The authors report, however, that after two school practicums, trainee teachers showed a deeper knowledge
of this issue. In the other study,83 trainees expressed concern about limited breadth in the training that
they had received in working with children who had experienced cancer in their lives. They felt that it was too
speciﬁc to cancer and could have been broader to enable them to help children with other problems.Variability in provision and quality of training
Four studies25,44,117,174 surveyed teacher training providers about how health topics were covered in their
courses (three of these studies were conducted in the UK25,117,174 and one in Australia44) and one142 surveyed
trainee teachers about their experiences of teaching or observing PSHE education and citizenship on school
placement in the UK. These studies generally found variation in the provision and quality of training
across different providers25,44,117 and course types25,44 and on school placement.25,142 In a survey of ITT
providers in the South East of England in 2007, Speller and colleagues25 found that coverage of health topics
was variable. They state that few institutions explicitly covered healthy eating, and the amount of time
spent covering physical activity and PE varied, with trainee teachers on secondary PGCE courses
specialising in PE receiving the most training time on the latter.
In terms of training in child protection, in a survey of the child protection content of SCITT-based courses in
England in 1997, Hodgkinson and Baginsky117 found that 9 of the 14 responding course managers reported
that their courses did not contain any speciﬁc child protection training. They report that only a minority of
courses provided comprehensive coverage of this issue. Furthermore, most of the trainee teachers were notNIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2briefed about child protection on school placement. This study was conducted immediately after the
introduction of new requirements for covering child protection in teacher training and therefore
reﬂects provision at that time. A similar survey of HEI course leaders174 following the introduction of ECM
found that child protection was covered on all of the PGCE courses related to sport. In a survey of child
protection training in Australia in 2005 and 2006, Arnold and Maio-Taddeo44 examined the extent to which
training was delivered in an explicit integrated or discrete way on courses. They found that 47% of
respondents reported integrated content and 23% reported discrete training. There was also variability in the
extent to which it was a compulsory part of the course, with around three-quarters of the providers who said
that they provided each of these types of training stating that it was a core rather than an elective
part of their courses. They also found variation across states and course types in the extent to which
integrated or discrete approaches were used, with integrated training more commonly reported in
undergraduate than in graduate, postgraduate and other course types. Undergraduate trainee teachers also
on average received more incidental training in child protection (in which related issues were taught but not
explicitly linked to child protection) as part of other aspects of their courses than did graduate or
postgraduate trainee teachers. In this study, teacher educators stated that they felt that it was important
to achieve consistency in delivery across courses in the future to improve provision in Australia.
In a study of 31 BEd and 71 PGCE primary phase trainee teachers conducted in the UK between 2000 and
2003, Mead142 found that opportunities to teach and discuss elements of PSHE and citizenship on school
placement, and the quality of these opportunities, varied, especially for SRE. He found that up to 90% of
trainee teachers reported that they had taught PSHE education or citizenship, but only up to 42% and
23% of the trainee teachers had had the opportunity to discuss how PSHE education and citizenship
contribute to multicultural awareness in pupils or to teach SRE respectively. Of those who taught PSHE
education, 81% reported working from a scheme of work, whereas a minority did not, with some of these
individuals saying that they had to draw on their own ideas and experience to teach this. Although many of
the trainee teachers had the opportunity to teach PSHE education in general, Mead142 states that few
had been able to discuss the scheme of work with a co-ordinator or had been able to observe an experienced
teacher delivering PSHE education. Opportunities for trainee teachers to discuss their personal values also
varied. Around three-quarters of the trainee teachers (73%) in the 2002–3 cohort reported that they
had discussed how PSHE education and citizenship can contribute to social and cultural development,
whereas the remaining trainee teachers (27%) said that the discussions they had had tended to focus on
planning methods and outcomes. Mead142 found that opportunities to teach and discuss PSHE education and
citizenship issues were dependent on the nature of the school in which trainee teachers were placed
(e.g. the mentoring available, whether the school had discrete PSHE education time and the importance
placed on multiculturalism in PSHE). Speller and colleagues25 also found that opportunities for training in
healthy eating in ITT in England partly depended on the extent to which placement schools were involved in
the Healthy Schools programme. Furthermore, Speller and colleagues noted that some providers were reliant
on trainee teachers receiving training in physical activity and healthy eating on their school placement
in the absence of formal training at the provider, but that this did not necessarily happen.Integrated, discrete and incidental approaches to training
In the literature, studies have not evaluated the impact of different approaches to structuring health content
within ITT courses, such as integrated, discrete and incidental approaches on trainee teacher outcomes.
However, the authors of two studies in this review25,63 state that integrated training may be a desirable
approach. Speller and colleagues25 mapped the content of one English HEI's primary and secondary PGCE
courses and found that the health and well-being elements of the course were individually planned and not
integrated across the curriculum. The authors speculate that this discrete approach may result in trainee
teachers developing a fragmented knowledge of health and well-being rather than a holistic understanding,
and advocate that an integrated approach may be better. In a study by Baginsky and Macpherson,63 trainee
teachers in the UK suggested that they would appreciate child protection training being integrated into the
curriculum rather than provided as discrete training. Baginsky and Macpherson63 highlight, though, that in
reality this may be difﬁcult for providers to do as it would require a restructure of courses.105
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SYSTEMATIC REVIEW STAGE 2: SYNTHESIS OF TEACHER TRAINING STUDIES
106Ongoing training needs and the transition from pre-service to in-service
Findings from the process evaluations indicated that training in health may need to be addressed beyond
one-off sessions or limited-duration courses, and be addressed beyond ITT and into in-service training.
Fenton94 argued that a 13-week-long child protection module for trainee teachers was more effective in
engaging trainee teachers with this subject than a one-off session would have been (although the
effectiveness of these different approaches was not assessed in this study). Hodgkinson and Baginsky117
stated that trainee teachers reported that it was difﬁcult to take on board information about child protection
on their course and felt that information to take away would have been helpful. Baginsky and Macpherson63
found that trainee teachers felt that child protection training in ITT was a ﬁrst step and that there was a
need for ongoing professional training. Similarly, trainee teachers in another study201 felt that follow-up
training on mental health once they had some in-service experience as a teacher would be useful. Speller and
colleagues25 reported that, when trainee teachers were asked at the end of their PGCE training what would
help teachers most to promote health in schools, 75% felt that training would be useful. It is not clear
from the studies in this review to what extent teachers might receive in-service training in the period
following entering practice, as only two studies92,174 reported this. In one of these studies174 the ﬁndings
were not clear and so we have not reported them here. The other study92 reported that 5 of 21 trainee
teachers had taken part in further PSHE education training in their NQT or second year of practice in the UK.Summary of processes
We classiﬁed 16 studies as containing process evaluations.25,26,44,61,63,81,83,92,94,117,142,156,174,189,195,201,213 The
majority of these studies (n=10) were judged to be medium or high in reliability and usefulness of ﬁndings.
These studies showed that pre-service teacher training interventions in health were generally seen to be
acceptable and were well received by trainee teachers and training providers. Trainee teachers' views on the
adequacy of the training that they had received were more variable, with the child protection studies in
particular reporting that trainee teachers did not always feel well prepared to deal with this issue after
training. The evidence suggested that, for training to meet trainee teachers' needs, it may be important that
it includes practical experience and training in practical skills (especially strategies for dealing with sensitive
issues); is made personally relevant and takes into account individual needs; and is clearly relevant to
teachers' practice in schools. There were mixed ﬁndings about the extent to which trainee teachers had
assimilated responsibility for health promotion into their roles as teachers and their understanding about
their role after training. The ﬁndings suggest, however, that generally trainee teachers recognised their role
in health promotion and that training helped them to develop broader perspectives about health issues. A
lack of time in an already overcrowded pre-service curriculum was perceived to be a challenge in
implementing health training, with one study suggesting that it may be perceived to be a lower priority than
other aspects of the ITT curriculum. Balancing breadth and depth was also challenging. The studies also
found variation in the provision and quality of training across different providers, course types and school
placements. Furthermore, studies indicated that training in health may need to be continued beyond one-off
sessions or courses, and that trainee teachers feel that follow-up or ongoing professional training once they
have transitioned to in-service teaching posts might be useful.NIHR Journals Library www.journalslibrary.nihr.ac.uk
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In this chapter we draw together the ﬁndings of the survey and systematic review in relation to each of theresearch questions proposed earlier in this report (see Chapter 1, Research objectives)
In what ways does teacher training prepare teachers to promote
health and well-being in schools?
Coverage of health and well-being
There was strong support for the inclusion of health and well-being in the ITT curriculum, with around 90%
of the course managers surveyed in our study agreeing that it is important or very important
(notwithstanding a potential sample bias in favour of health – see Strengths and limitations of this research).
When interviewed some of the managers commented that they were passionate about health in education,
and take it very seriously. Many showed a commitment to health despite policy shifts in favour of a focus on
core education issues. There was also evidence of a holistic conception of health and well-being, with
good health seen as important for effective learning. Although this is encouraging, the question arises
whether the content of ITT courses reﬂects this enthusiasm. To some extent it does, with ECM and child
protection included in courses by all of the managers in our survey, and topics such as social and emotional
health, bullying and working with parents reported to be covered by at least 90% of the course managers.
Furthermore, when asked how much time is spent covering health and well-being on their courses,
42% of the managers reported this to be between 5% and 9% of the time, and a further 26% estimated
10–14%. This could be considered generous given the numerous time constraints on the curriculum that
some of the course managers who were interviewed mentioned exist (see Chapter 3).
An important overall ﬁnding of this research, however, is that coverage of health and well-being in ITT
courses is variable, in terms of content, format and methods.Variation in content
Although, as mentioned above, some health-related topics were covered universally, others – mainly
lifestyle-related issues – were given comparatively less attention. Our survey found that smoking, alcohol,
drugs and SRE were reported to be covered by only up to two-thirds of course managers. This seems
surprising given the high proﬁle of these topics in public health. Our descriptive map of the literature showed
that sexual and reproductive health, drugs and alcohol were some of the most commonly addressed topics in
evaluations of teacher training. During interviews we asked the course managers to comment further on
coverage of these topics in their courses. In some cases there was detailed coverage through dedicated
workshops and other events, whereas in other cases it was incidental. Some course managers acknowledged
limited coverage and the need for improvement. The barriers to covering these topics did not appear to
be different from barriers to covering health in general (e.g. lack of time in the curriculum – see What are
the barriers to, and facilitators of, effective training and delivery?), although for SRE there was the
suggestion of a lack of comfort in dealing with sensitive personal issues such as sex. Given that sexual health,
drugs, alcohol and tobacco are public health priorities,16,237–240 it is important that these topics are
covered adequately within any health training that trainee teachers receive.
Another prominent ﬁnding from both the survey and the systematic review is that trainee teachers'
experiences of health issues while on school teaching placement are variable. Opportunities to discuss, observe
or teach health-related issues, including PSHE education, varied according to how much of a priority the
school itself gave to health or to practicalities such as timetabling of PSHE education in the school in relation
to when the placement took place. Some course managers commented that they assumed that trainee
teachers learned about particular health topics, such as SRE, while on placement and therefore these topics
were given less exposure at college. There was also a perception that some trainee teachers' experiences
of health on placement were better than others, depending on a school's commitment to health107
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108promotion. The likely increase in time that trainee teachers will spend training in schools as a result of ITT
reforms14 (e.g. the introduction of teaching schools), and increased diversity in types of schools (e.g. free
schools run by local groups and independent of local authorities), may compound the inconsistency in trainee
teachers' experiences of health and well-being in ITT. With the decentralisation of the NHSP, which
provided a national framework for health promotion in schools, it is uncertain how this will be addressed.Variation in format and methods
Our survey also found variation in terms of where in the ITT curriculum health and well-being was covered.
Health was not conﬁned to traditional areas such as science or PE, but was also covered in broader
areas such as professional studies, English and the humanities. Some ITT providers covered health issues
across the curriculum and made cross-curricular links. Integrating health throughout the curriculum could be
considered beneﬁcial so that trainee teachers do not associate health as being conﬁned within particular
subject areas. One of the studies included in our systematic review critiqued the scientiﬁc emphasis on health
in schools and aimed to encourage PGCE trainee teachers to recognise that their wider skills, developed
through their main subject of English, could be applied in the teaching of PSHE education to enable pupils to
grow emotionally and socially.92 The authors reported that the trainees had a lack of overt awareness of how
much PSHE education teaching could be planned for in English lessons, and suggested that they have a
limited deﬁnition of PSHE education as being a scientiﬁc subject knowledge-based curriculum. To ensure
adequate capacity for the teaching of health in schools it would appear to be useful to help trainee teachers
to recognise how the skills that they develop in their subject specialisms can be applied in the teaching of
PSHE education (and health more broadly). To be effective, training would need to encourage trainee
teachers to recognise that health and well-being is part of their role as a teacher (see below). However,
integration of health within the ITT curriculum might be more appropriate to broader issues that underpin
many aspects of health, rather than speciﬁc health topics such as those discussed earlier (e.g. drugs, alcohol,
SRE), which may need to be covered in discrete topic-focused sessions.
Our survey found a great deal of variation in the methods used to address health and well-being in the ITT
courses. Some courses devoted whole-day sessions focusing on topics such as PSHE education, citizenship,
equality and diversity, behaviour management and health in general. Workshops and interactive sessions
were also common, as well as student-led presentations. It was common for multiple methods to be used,
including various combinations of lectures, seminars, presentations, discussion groups, interactive workshops
and electronic resources (e.g. virtual learning environment). Although health training was often provided by
course managers and tutors themselves, external agencies were also very commonly used (e.g.
representatives from local authorities and local schools), particularly to address speciﬁc health-related topics
(e.g. emotional health, SEN, behaviour management). Engaging external expertise, including
interprofessional working, was viewed by many of the course managers to have been a successful part of
their delivery of health training. It was also reported by some course managers that trainees gained health
experience through placements in non-educational settings such as social services, hospital schools,
prisons and sports organisations. One course manager commented that this had been effective in raising
trainee teachers' awareness of health issues. An implication of this is that inter-agency and interprofessional
working could be encouraged where possible and the effectiveness of this could be subjected to further
evaluation, including the effectiveness of alternative placements in health-related settings, which could be
considered to be innovative practice.
Furthermore, few of the course managers we interviewed reported that they had worked with other
departments at their institutions to deliver health training, although some raised this as a possibility in the
interviews. It may be beneﬁcial in the future to raise ITT providers' awareness of the possibilities for
multidisciplinary working within their institutions – particularly HEIs, which may have more immediate access
to a range of potential health inputs in their institutions than EBITTs or SCITTs – and encourage sharing of
expertise within institutions (e.g. through existing networks or groups). The course managers whom we
interviewed did not always know how to make contact with health professionals, and it could be argued that
accessing this input from health-related departments at their institutions may be easier than making contact
with external expertise. In common with the ITT courses surveyed, many of the studies included in theNIHR Journals Library www.journalslibrary.nihr.ac.uk
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providers, reﬂecting the broad nature of health promotion in education.How effective are interventions to train and support teachers
in health?The systematic review found some evidence for the effectiveness of training in terms of improving teachers'
knowledge and conﬁdence to address health and well-being, and inﬂuencing their beliefs about the ability of
teachers and schools to address the health needs of pupils. However, studies tended to measure the
impact of training in the short term, with many studies assessing outcomes at the completion of training, or
at most 1–2 years afterwards. The longer-term impact of training teachers is therefore unclear. In fact, some
studies reported that after training teachers still had ongoing concerns about their ability to teach PSHE
education, and they found certain health-related situations that they encountered, or anticipated
encountering, in schools challenging (e.g. topics such as mental health or child protection). The transition
phase between ITT and entering practice appears to be a demanding one for teachers in many respects as
they adjust to the realities of teaching. One of the studies included in our systematic review92 reported
that teachers received little support for teaching PSHE education in the ﬁrst couple of years of qualiﬁed
teaching. This ﬁnding was echoed by a recent survey of schools in England showing barriers to accessing
PSHE education training, particularly in secondary schools.28
Furthermore, Evans and Evans92 report in their evaluation of PSHE education training that some of the
teachers commented that, although initial training is useful, most of their learning came from experience of
teaching in school. Covering health and well-being in ITT may therefore be viewed as a necessary and
important ﬁrst step, to be reinforced by experiential learning in practice. An implication of this is that it would
be useful for ITT providers to provide trainee teachers with the opportunity to plan and teach PSHE education
while on school placement (experience of this was variable in our survey) and for adequate ‘scaffolded’
follow-up training and support around health (e.g. from a school-based mentor, a PSHE education
co-ordinator or an external specialist) in the NQT year and the early teaching career period to be provided.
Evaluations of the effectiveness of health-related training spanning ITT and the early career years are
therefore required.
It should also be acknowledged that many of the studies evaluating health training in ITT in our systematic
review lacked control or comparison groups, making it difﬁcult to discern whether the favourable outcomes
observed were due to the training or to other competing inﬂuences. When possible, future evaluations
should employ controlled designs, preferably with random allocation of ITT providers to different forms of
health-related training. Such designs may be appropriate for evaluating particular curriculum approaches,
which could be standardised across providers. Given the variation in schools' approaches to health and
well-being identiﬁed in this study, other, more ﬂexible study designs might be more appropriate for
evaluating health training that is predominantly school based (given the variation in schools' coverage of
health as discussed earlier). Assessing the impact of ITT health-related training on pupils themselves (e.g. in
terms of their knowledge, attitudes, health-related behaviour) is also desirable given the lack of available
evidence identiﬁed by the systematic review. However, this may be challenging given that trainee teachers
and NQTs will be distributed across a number of schools, with one or two trainees per school, making it
difﬁcult to attribute changes in pupil outcomes to the training that the teachers received rather than
other inﬂuences (e.g. a school's health-promotion policies and ethos and other local factors).
As described earlier in this report (see Chapter 6, Inclusion criteria), we prioritised studies evaluating
health training in pre-service teachers for inclusion in the synthesis. The purpose was to provide cohesion
with the ﬁndings of our survey of ITT providers in answering our research questions. However, the majority of
the studies included in our descriptive map evaluated training for in-service (qualiﬁed) teachers. These
studies evaluated a variety of training approaches (e.g. information provision, skill development for
addressing health issues), using a number of formats (e.g. lectures, discussion groups, workshops, skills109
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110demonstration), addressing a diverse range of health topics and conducted in a number of countries (e.g. the
USA, Europe, Africa). Further evidence synthesis is needed to assess the effectiveness of health training
for in-service teachers, as there has been a lack of published systematic reviews of this evidence. Given the
large volume of evidence on in-service training that we identiﬁed in the descriptive map (just under
150 studies), a prioritisation exercise would be useful to focus on health topics or training approaches that
are considered most relevant to policy and practice. For example, some of the scenarios
(sets of studies) discussed earlier in this report (see Chapter 6, Inclusion criteria) could be reviewed, such as a
synthesis focused on training to address key public health priorities (e.g. sexual and reproductive health,
mental health, drugs and alcohol).What are the barriers to, and facilitators of, effective training
and delivery?The interviews with course managers and the ﬁndings of the process evaluations included in the systematic
review enabled us to identify some of the barriers to and facilitators of effective teacher training around
health and well-being. The barriers and facilitators were seen to be operating in relation to six themes,
discussed in turn below.Personal and organisational values, interests and background
A number of facilitators, as well as some barriers, were associated with the personal and organisational
values, interests and background of those involved in ITT. As discussed above, there was much commitment
and enthusiasm for health in ITT from the course managers, with a prevalent holistic conception of
health in education. Accordingly, their personal and professional experience inﬂuenced the prominence of
health in the content and format of courses, albeit within the constraints placed on ITT providers by
recent educational policy shifts (see following section). For example, some had taught in schools in areas of
social and economic deprivation and considered it important that trainees were aware of the needs of
children from such areas. When teaching placements were in schools in deprived areas it was considered that
this was beneﬁcial to trainee teachers' development as they were more likely to encounter children with
health issues than in schools in more afﬂuent areas (where more emphasis might be placed on educational
attainment rather than pastoral issues; this was seen as a potential barrier). Given the continuing
commitment to tackling health inequalities it is important that all trainee teachers are aware of the health
and educational needs of children from low socioeconomic status backgrounds.16
The trainee teachers' own interests could be both a barrier and a facilitator. In some institutions in our survey
trainee teachers were given the choice to pursue health-related topics through assignments or alternative
placements (e.g. in sports organisations). However, it was noted that a minority of trainee teachers
do not necessarily see health as being within their role as a teacher. The studies included in our systematic
review that assessed teachers' roles and values generally found that trainee teachers became more aware
and accepting of their health-promoting role over the course of their training. It would be useful for
trainee teachers to be given the opportunity to explore their personal values and beliefs in relation to health,
and to engage in critical reﬂection with tutors, mentors and each other. Opportunities could be provided to
trainees motivated enough to want to pursue health issues further, for example through designing and
organising events such as workshops or seminars, or taking placements with relevant organisations.Competing priorities
A common theme in the data collected was that teacher training courses are constrained by competing
priorities which act as a barrier to addressing health and well-being. However, pragmatic ways of overcoming
these barriers were described.
One of the key issues discussed by the course managers was the changing policy landscape in education.
There was a perception that recent developments such as the review of the National Curriculum, the revised
teachers' standards and the withdrawal of ECM as a government policy signalled less overt support forNIHR Journals Library www.journalslibrary.nihr.ac.uk
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promoting children's health, and there is more of an emphasis on developing teachers' subject knowledge,
SEN and behaviour management. This conﬂicted with the commitment of many course managers to covering
health within the ITT curriculum, and they felt that they were expected to give more attention to these
priorities. However, some course managers commented that they intended to use these priority areas as
‘ways in’ to maintain a focus on health, such as considering health issues related to disability. The general
way in which some policies have been written, such as the revised teacher standards, was considered by
some to offer ﬂexibility, giving them the opportunity to cover health issues. Although these pragmatic
strategies are encouraging for addressing certain aspects of health, they may not offer scope for covering
speciﬁc lifestyle-related issues discussed earlier, which, despite being health priorities, seem to receive
comparatively less attention in ITT. As the survey and interviews were conducted during a period of policy
change, and course managers were starting to revise their courses accordingly, it would be useful to conduct
further research with ITT providers in the next few years to assess how successful they have been in
terms of addressing health in a new policy era.
The difﬁculties of addressing health issues within a busy ITT curriculum was also a commonly mentioned
issue, both by the course managers interviewed and in some of the studies in the systematic review.
This was a particular issue in PGCE and GTP courses, which are run over relatively shorter time periods.
Preparing trainee teachers to acquire subject and pedagogical skills necessarily took a priority over wider
issues such as health. However, some providers found solutions to this such as encouraging trainees to
self-study health topics.Integration of health and education
We have already discussed the emerging policy shifts in which health and well-being appears to have a more
implicit role in education, juxtaposed with the prevailing holistic conception of health in education from the
course managers interviewed. The course managers in this study considered that integration of health
and education was important as, for example, it fostered interprofessional and interdisciplinary working and
was appreciated by trainee teachers. In particular, ECM was generally highly regarded by the course
managers as a way of making essential links between education and health. The dissipation of ECM was
lamented by some course managers, who expressed an intention to retain it as a theme underpinning their
courses. However, as the new educational policy agenda takes hold, ITT providers may ﬁnd it increasingly
challenging to retain the principles and ethos of ECM and it would be useful to investigate how their
courses adapt to the new agenda.
As touched on above, although trainee teachers generally came to accept and embrace their
health-promoting role over the course of their training, a minority did not consider health to be part of their
remit as a teacher. A move away from an explicit framework for the integration of health and education
may exacerbate this view. Two of the process evaluations in our systematic review found that making
training more personally relevant (e.g. encouraging trainees to discuss their personal experiences in relation
to a health issue) was appreciated by the trainee teachers, and was more likely to encourage them to
see health as more relevant to their practice.61,94 This might be one practical method that ITT providers
can incorporate into training to stimulate trainee teachers' interest in this area.
Another issue is that trainee teachers may not fully appreciate their potential health role because of a
perceived lack of knowledge or conﬁdence, particularly to address complex or sensitive areas. This raises the
wider question of how extensive should the teacher's role be with regard to health, and at what point
should he or she refer to more specialist professional input? Our systematic review found that training can
improve trainee teachers' conﬁdence in being able to identify children at risk of, or experiencing,
health-related problems. However, trainee teachers recognised that there were limits to what they could
realistically do to address problems and they felt reassured by the availability of specialist help to liaise with.
Our descriptive map identiﬁed a number of studies which evaluated the development of other skills that
teachers can use to promote health, including health-related behaviour and lifestyle change skills. These111
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112studies have generally been conducted in schools in which teachers have been trained to implement a
speciﬁc health-promotion intervention. Our previous systematic review of behavioural interventions to
prevent sexually transmitted infections in young people in schools explored process evaluation ﬁndings about
teachers' experiences of delivering skills-based sex education.47 In a large UK randomised controlled trial
(SHARE35) included in the review it was found that teachers did not engage with the theoretical basis of the
programme that was fundamental to achieving health-related behaviour change. For example, they did
not always facilitate role-play activities to model and practice skills required by the intervention. It was
suggested that many teachers viewed such activities as too far removed from their teaching role, and some
experienced discomfort in discussing personal and sensitive issues with pupils. Furthermore, in another study
included in that review [the RIPPLE (Randomized Intervention of PuPil-Led sex Education) study241],
peer-delivered sex education was more acceptable to pupils than teacher-delivered sex education. These
ﬁndings suggest a potential limit to the teacher's role in relation to lifestyle areas such as sexual health.
However, they may also signal the need for greater training and support for teachers to recognise the
conceptual basis of health promotion, and to acquire the skills, conﬁdence and values to enable pupils to
develop healthy lifestyle skills. Further evidence synthesis, drawing on the studies included in the descriptive
map, would be valuable to assess how applicable the ﬁndings from our previous systematic review are
across other health lifestyle areas, and also to assess the effectiveness of teacher training programmes in
relation to teachers' skills, conﬁdence and values.Access to expertise and knowledge
Course managers valued having knowledge of health issues, and some expressed that training for ITT
provider staff on health issues would be beneﬁcial. However, few mentioned receiving training and in a
number of cases course managers drew on knowledge gained through their own personal and professional
background, utilising their experience of teaching children from vulnerable backgrounds, for example, or
using their contacts and networks to arrange external workers to provide training (sometimes for free or
reduced rate). However, access to external agencies may become harder given recent budget cuts and
pressure on services, as discussed below.
The interviews with course managers also revealed that trainee teachers could be uncomfortable about
addressing certain health topics with pupils, particularly SRE. One of the process evaluations in the systematic
review found that a minority of trainee teachers expressed resistance to discussing issues relating to
homosexuality, although for personal or religious beliefs as opposed to embarrassment about the topic.
Creating a non-threatening atmosphere was reported to facilitate discussion about sensitive issues such as
diversity61 and sexual health.81 This would be a prerequisite to increased coverage of such topics in ITT, which,
as discussed earlier, is necessary.How initial teacher training is organised
Barriers and facilitators were identiﬁed in relation to the way in which ITT courses were organised. As
discussed earlier, trainee teachers' experience of addressing health on school teaching placements was
variable, with some having more opportunities to engage with health issues than others. The course
managers did not always have awareness of, or input into, what health issues were covered on placement.
Again, this underlines the need for consistency in how health is addressed in ITT given the likely increase in
school-based training in the future.14 The course managers had mixed views on the appropriateness of a
move to greater school-based training. Some thought that trainee teachers' experience of health would be
fragmented because of the variability noted above in experience on placements. However, others felt that it
would provide greater context as the teachers would have the opportunity to learn about pupils' health
and well-being directly through practice, rather than indirectly through study. Both approaches have merits
as well as drawbacks and it seems logical that a degree of balance between ‘theory’ and ‘practice’ should be
aimed for. Research would be useful with trainee teachers themselves and school staff (e.g. mentors) to
establish how health and well-being is covered within school-based training, and any barriers or facilitators
experienced. The research could also include teaching schools and free schools, investigating trainee
teachers' general experiences of these new initiatives and assessing any variations in health-related training
across different types of school.NIHR Journals Library www.journalslibrary.nihr.ac.uk
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for speciﬁc activities to cover health and well-being in ITT (notwithstanding, however, the fact that health
was an integral theme underpinning routine aspects of some courses). Many of the initiatives described
by course managers were supported by either existing course resources or, as we have mentioned above,
through goodwill and reciprocal favours between ITT providers and external agencies. However, some
ITT providers had experienced cuts to their core funding and were enrolling fewer trainees, which put
pressure on budgets, resulting in some previously run health initiatives ceasing. Likewise, cuts to the budgets
of some external agencies meant that they were in less of a position to work with ITT providers, at least
without adequate remuneration, which, as said, was difﬁcult.Communication and relationships
Communication and relationships between ITT providers and others involved in teacher training were
associated with a number of barriers and facilitators. ITT providers had good, often long-standing
relationships with external organisations with a role in health and well-being. This was considered to
facilitate effective training as providers were reassured of the quality of the training. There were mutual
beneﬁts, with providers sometimes offered the training for free, allowing the external organisations to gain
experience of providing training to a trainee teacher audience.
Although communication between course managers and placement schools about coverage of health topics
at respective institutions was lacking, communication between them about trainee teachers' own health and
well-being was said to be more effective. Trainee teachers' health was considered to be important by a
number of course managers, and was something they monitored through pastoral support and regular
contact with trainees, although it was noted by one course manager that trainee teachers themselves did not
always disclose issues that they were experiencing. Although trainee teachers' health is important in its own
right, it could be argued that encouraging trainee teachers to be aware of their own health and
well-being might increase their awareness of the importance of health more generally in schools, and in
particular the needs of their pupils. This was the aim of one of the studies in our systematic review,213 which
evaluated the use of behaviour change theory to improve trainee teachers' personal health behaviours and
eventually prepare them for teaching about such health issues in schools. Only around half of the teachers
agreed that the training had enhanced their own personal well-being, and found the issues covered
to be personally relevant. The authors suggested that, with hindsight, the training should have made more
speciﬁc links between the training topics and the teaching of health issues with pupils, as the trainee
teachers did not yet understand the variety of demands of the teacher's role in the classroom and in the
school community. This was echoed by other studies in the systematic review61,63,94 which suggested that
training should be more relevant to trainee teachers' practice as teachers. ITT providers could therefore
usefully explore more integrated forms of training in which teacher and pupil health are on an equal footing
and viewed as mutually reinforcing.Strengths and limitations of this researchStandard procedures for conducting questionnaire and interview surveys were followed. The response rate to
the survey and the quantity and quality of the data generated were considered adequate to meet the
study's objectives. Although it was encouraging that in general there was support for health and well-being
in the courses that we surveyed, it should be acknowledged that our sample might be biased towards course
managers who are more supportive of health in teacher training. Health, therefore, may not necessarily
be a consistent feature of all ITT courses. Course managers with less awareness of, or interest in, health may
have been less likely to respond to the survey. It was not possible to discern any consistent differences in
characteristics between responders and non-responders in terms of variables such as type of ITT provider or
type of course offered. There was a little variation in the response rate between different geographical
regions, with most regions having a response rate within the range of 21–56% (see Table 3). The outlier was
the West Midlands region with a response rate of 0%. It is not clear whether there was a speciﬁc reason for
this or whether it was due to chance. We endeavoured to maximise the response by approaching heads113
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114of departments ﬁrst to ascertain correct details of course managers and to encourage general support for the
survey among their staff. Monetary incentives were used to encourage questionnaire completion
(e.g. voucher draw) and e-mail reminders were sent to non-responders (it was not practical to use telephone
reminders, which may have been more successful). We also conducted the survey at a time in the academic
year (June/July) when it was anticipated that course managers would be planning the curriculum for the
following year and therefore would be receptive to participating in an investigation of course content.
However, on reﬂection, a higher response may have been achieved if the survey had taken place slightly
earlier in the year to avoid exam periods and end-of-term preparations.
The systematic review was conducted according to rigorous, standard methods for evidence synthesis
(e.g. sensitive literature searches of a range of sources, systematic screening of studies for relevance, critical
appraisal of evidence). Data extraction and critical appraisal were performed by one reviewer and checked by
a second, which is regarded as an accepted minimum standard,242 although independent extraction and
appraisal by two reviewers is preferable where resources allow. The two-stage systematic review was
particularly useful as it allowed us to become acquainted with a diverse evidence base that had not been
systematically characterised before. The descriptive map is therefore a useful resource for anyone wanting to
gain an overview of the key characteristics of this evidence base. The knowledge gained was helpful in
prioritising the focus for an in-depth assessment of the evidence. The heterogeneous nature of the studies
included in the synthesis made it challenging to summarise across the studies; however, we have
endeavoured to assess and present the evidence as succinctly as possible. Although much of the evidence
included in the systematic review synthesis is from the UK, some of the other studies conducted in Australia,
the USA and Africa may not be wholly generalisable to the UK. The ﬁndings of the systematic review,
particularly the impact of training on teachers, should be interpreted with caution given the limitations of the
study designs used (e.g. single cohort before-and-after study with no control or comparison group). The
systematic review was restricted to studies in the English language and so there may be a potential
publication bias.
Finally, although this project adopted a broad perspective on health and well-being, it was challenging to be
consistent about what could be classed as health, and therefore be relevant to the project. At the start of
each interview with course managers we informed them that we had a broad conception of health and
that they should discuss any aspects of their courses that they considered relevant. As our ﬁndings have
shown, they tended to see health holistically, as fundamental to effective learning and vice versa. At the data
analysis stage it became apparent that, although they expressed this view, few were talking about key health
topics and children living healthy lives – their focus was on the meaning of health (usually in terms of
SEAL/emotional well-being, diversity, behaviour management and SEN) for children's education and
learning. That is when the research team realised that important public health topics were more neglected,
and that these did not tend to be the focus for many interviewees. Our recommendation for further research
on these topics within ITT could be seen as adopting a narrower, perhaps fragmented perspective on
health, but this should be seen as complementary to a holistic approach.
Further, a discord between the survey and the systematic review component of the project emerged in
terms of perspectives on health. The inclusion criteria for the systematic review (see Chapter 5, Inclusion
screening) aimed to be as inclusive as possible, but for consistency (and to keep the workload manageable)
we had to draw boundaries around what literature could be considered relevant to health and well-being.
For example, studies of behaviour management were not included unless the study acknowledged a link
with health. Although we recognise that classroom behaviour management and health are intertwined
concepts (and indeed some of the interviewees described behaviour management as fundamental to child
health), unless studies explicitly aimed to investigate this link (e.g. in terms of their stated aim, hypothesis or
outcome measures) we felt that it would be too tenuous for us to make that link on their behalf. If we had
included such studies in our systematic review they may have provided evidence for the effectiveness of
behaviour management in terms of academic outcomes, but with only a theoretical impact on health.
The process of inclusion screening was therefore challenging, requiring much discussion and reﬂection by theNIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2research team, with acknowledgement that the scope of the systematic review, although broad, is not
necessarily in accord with that of the survey.ConclusionsThis research has been conducted at a time of signiﬁcant change in ITT, and more generally in education and
health. It has investigated how a sample of ITT providers in England prepare trainee teachers to promote
health and well-being, using a questionnaire survey and then in more detail through interviews with
course managers. It has also systematically assembled and charted the voluminous and disparate
international evidence base on teacher training and health, and conducted a detailed assessment of the
effectiveness of training speciﬁcally in ITT.
From those surveyed there appears to be much support and enthusiasm for health and well-being in ITT,
although there was variation in the breadth and depth of coverage and in the methods and approaches
used. Health was often considered fundamental to effective teaching and learning in schools, and was
something that a number of course managers felt strongly about. They beneﬁted from knowledge and
experience gained through their personal and professional background, and from access to expertise from
external agencies. However, they were constrained by a number of factors, including a perceived policy shift
away from health and well-being towards areas such as subject knowledge and behaviour management;
lack of time in a busy curriculum; and limited knowledge of, or control over, trainee teachers' experience of
health issues in school placements.
The literature has shown that training can be effective in improving teachers' knowledge and conﬁdence to
address health, and can inﬂuence their beliefs about the value of promoting health in school (albeit with
methodological limitations in the studies). Teachers generally appreciated the training around health and
well-being that they received and became more aware and accepting of their potential to inﬂuence pupils'
health over time. However, some noted ongoing concerns about their ability to deal with particular complex
issues, and expressed the need for ongoing support. A similar variation in the breadth and depth of coverage
and the methods that was found in our survey was also evident in the literature.Implications for practice
Below is a summary of the main implications for teacher educators arising from this research.
A broad holistic conception of health enabled course managers to integrate health-related issues throughout
the ITT curriculum, rather than necessarily addressing health in isolation. Although this approach was seen to
have advantages, it is important that education for speciﬁc health priority topics, such as sexual health,
smoking, alcohol and drugs, is not overlooked in favour of a general approach to health.
To be successful health promoters, teachers need to see health promotion as part of their role. Evidence from
this research suggests that trainee teachers gradually accept this role over time, and that training which
emphasises how health is relevant to them personally (i.e. their own health) and professionally
(e.g. addressing local health needs) is a facilitator. Further, trainee teachers recognise limits to their
health-promoting role when referral of pupils to specialist support is appropriate. Teacher training should
therefore encourage a realistic role for teachers, throughout the training period, to help establish their
conﬁdence, emphasising the beneﬁts of good health for themselves as well as their pupils, and familiarising
them with other practitioners (e.g. health professionals) who they can liaise with to provide specialist
help when required.
Experiential learning, such as that gained during school teaching placements, was considered an important
way for trainee teachers to develop knowledge, values and the conﬁdence to address health. The planned
increase in emphasis on school-based training in England will provide greater opportunities for trainees to
address child health, which may be advantageous as it will be within context. However, a good level of115
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116support and feedback from tutors, mentors and, when relevant, external practitioners will be necessary to
ensure effective teacher learning and development.
Our research found that creation of a non-threating atmosphere was important when addressing complex
and sensitive health issues such as child protection, sexual and reproductive health and sexuality and
diversity. Training should therefore aim to minimise any discomfort that may impede effective discussion of
such issues (e.g. through establishing conﬁdentiality, trust, respect for others' views).Research recommendations1. There is limited published research on the longer-term impact of ITT around health and well-being,
particularly in the period when NQTs enter service. Evidence from our systematic review suggested that,
although initial training was associated with improved knowledge and conﬁdence, some teachers had
continued concerns about their ability to address children's health needs. They valued the opportunity for
experiential learning through practice with ongoing support from mentors and specialists, particularly
when addressing complex or sensitive health-related issues. Further evaluation of the effectiveness of
health-related training spanning ITT and the early career years is therefore required, using controlled
designs when possible. Teacher and, when possible, pupil outcomes should be assessed, including health
literacy, which has received little attention in the literature reviewed. All outcome assessment should
ideally be accompanied by process evaluation to assess implementation, acceptability and adequacy, and
other factors that may inﬂuence effectiveness.
2. Evaluation of ITT as recommended in (1) could also assess aspects of training that were found to be
beneﬁcial, such as inter-agency and interprofessional working to deliver health training; increasing the
personal relevance of health issues to trainees themselves (to their own health, and pupils' health too);
and creating a supportive and non-threatening atmosphere for discussion of sensitive topics and issues.
3. Given the likely increase in school-based ITT it would be useful to conduct research with mentors and
tutors located in placement schools, and trainee teachers themselves, to ascertain barriers to and
facilitators of covering health and well-being. It would be particularly important to explore potential
variations in coverage between schools (particularly given provision in the new National Curriculum for
schools to shape aspects of the curriculum according to local needs), and between different types of
schools (e.g. free schools, academies, teaching schools). A relevant question would be how can schools
maintain a balance between being sensitive to the needs of the local community (e.g. social, economic
and cultural concerns) and keeping in mind national public health policy priorities. Research would be
valuable to assess the feasibility and effectiveness of inter-agency and interdisciplinary collaboration,
particularly given the reorganisation of education and health services (e.g. integration of public health
within local authorities, establishment of Health and Wellbeing Boards).
4. Further evidence synthesis is needed to assess the effectiveness of health training for in-service teachers.
Our descriptive map identiﬁed around 150 studies of in-service training, which have not been subjected to
detailed synthesis. One or more of the scenarios proposed in Chapter 6 of this report (see Inclusion
criteria) could be reviewed, including:
¢ a topic-focused review, selecting studies of training around a health topic area or combination of
areas (e.g. sexual and reproductive health, mental health, drugs and alcohol), focusing on outcomes
of training, training processes or both
¢ a pedagogical-focused review, selecting studies that evaluate how teachers can acquire the varied
skills and competencies that a health promoter needs, such as teaching health-related behaviour and
lifestyle change skills, or the ability to identify children experiencing, or at risk of experiencing,
health problems
¢ a geographical-focused review, selecting studies conducted in a particular country or region, with the
aim of drawing out implications for practice and policy of speciﬁc interest to an area.NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 25. Follow-up research should be conducted with ITT providers over the next few years to assess the
longer-term impact of government policy changes in education and health on the coverage of health
and well-being in their courses. Many were in the process of revising their curricula in response to
changes in teachers' standards, and exploring ways to retain a health ethos. It would be useful to further
investigate how they have adapted their courses according to the new policy agenda and the barriers
and facilitators experienced.117
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1 September 2011 (minor revision 19/4/12)1. Aims/ObjectivesThe main research questions are:
In what ways does teacher training prepare teachers to promote health and well-being in schools? How
effective are interventions to train and support teachers? What are the barriers to, and facilitators of,
effective training and delivery?
To answer this question the project has 2 research objectives:
1. To conduct a survey, using quantitative and qualitative methods, of a sample of initial teacher training
providers in England to assess how health and well-being is covered in teacher training.
2. To conduct a systematic review of effectiveness, and barriers/facilitators, of teacher training around health
and well-being.2. Background and rationale for the research
2.1.1 The importance of teachers as health promoters
The importance of teachers as promoters of health in schools has been acknowledged for some time.1
However, pressure on busy curricula has meant that health and well-being has not always been covered in as
much detail as desirable. Yet, teachers are playing an increasingly important role in the wider public health
workforce. A number of Government policy strategies have underlined the importance of the school in
children's health in recent years. For example, ‘Every Child Matters’ (2004)2 was a key policy for children's
health, education and welfare, which stressed the importance of health and safety, and still underpins
the current Qualiﬁed Teacher Status (QTS) standards for health. ‘The Children's Plan: Building Brighter
Futures’ (2007)3 emphasised the pivotal role of schools in ensuring children are healthy and safe. It
introduced the concept of Extended Services with its focus on improving access to school activities for
disadvantaged children and young people to reduce attainment gaps. It also set a goal for all schools to work
with the National Healthy Schools Programme (NHSP) by 2009.
Also in 2009 the NHSP began rolling out its Enhancement Model, a universal and a targeted approach to
pupil well-being offering schools the challenge of meeting speciﬁc needs-led healthier behaviour
outcomes. Since April 2011 the organisation of the NHSP has changed to being a schools-led initiative rather
than one that is Government-led. The resources to support schools are now in the form of the ‘Healthy
Schools Toolkit’ which is available to schools via the Department for Education website.4
Effective health promotion with children and young people, particularly the early identiﬁcation and
prevention of health inequalities, was also a key aspect of the ‘Choosing Health’ strategy, launched in 2004.5
The overall strategy was to develop and build capacity for health improvement at all levels of the system, and
to better equip the wider workforce to promote health by ensuring basic skills and knowledge for more
people. Furthermore, ‘Healthy Weight, Healthy Lives: a cross-government strategy for England’ (2008)6
stated that all schools should be healthy schools, and recognised the need for improvements in staff skills
and capabilities.
The ‘Healthy Child Programme 5–19 years’, published by the Department for Health and the Department for
Children, Schools and Families in 2009,7 set out the early intervention and prevention public health137
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APPENDIX 1
138programme for children, young people and their families. It highlighted the need for schools to work
together with parents, carers and health professionals and to have an understanding of how to promote
health and well-being.
Importantly, the 2009 Macdonald Review of Personal, Social and Health Education (PSHE) recommended
that it should be a statutory subject in the curriculum and that all ITT courses should include some focus on
PSHE throughout the school life.8 The Macdonald review also recommended that there should be in time,
‘a cohort of specialist PSHE education teachers’ (page 8). Since the recent change in government the
Department for Education is currently conducting a review of the primary and secondary National
Curriculum, which also includes an internal Government review of the non-statutory status of PSHE.
Since the election of the Coalition government in May 2010, the broad landscape and relationships both
within and between health and education is changing. The Government published its White Paper ‘The
Importance of Teaching’ in November 20109 which states:NIHRWe will recognise that schools have always had good pastoral systems and understand well the
connections between pupils’ physical and mental health, their safety, and their educational achievement
and that they are well placed to make sure additional support is offered to those who need it.
Page 9The White Paper for public health, ‘Healthy Lives, Healthy People’, published in November 2010, set out the
proposed substantial changes to the public health system in England over the next two years.10 It is planned
that joint commissioning of health services will be carried out by local authorities in conjunction with a
new body, ‘Public Health England’, and the current Directors of Public Health will be employed within these
organisations. The Commons Select Health Committee has held an inquiry into the proposed changes
(though the results of the enquiry have not yet been reported). These proposed changes will no doubt have a
major impact on the way that public health and health promotion activities are managed, and implications
for the support for improvement of health education in schools.2.1.2 Teacher training in the UK
Initial Teacher training in the UK is currently predominantly provided by Higher Education Institutions (HEIs) at
under-graduate (e.g. Bachelor of Education) or post-graduate level (e.g. Post-Graduate Certiﬁcate in
Education, PGCE). Some post-graduates choose school-centred ITT courses (SCITTs) which provide a greater
degree of practice based learning, while retaining their student status. An alternative route is through
employment-based ITT (EBITT) whereby trainees are employed by schools and train via the Graduate Teacher
Programme (GTP) or the Registered Teacher Programme (RTP). Teacher training is funded by the Training and
Development Agency for schools (TDA) (to become a new body called ‘The Teaching Agency’ from April
2012), but additional health content may be funded from other agencies.
This nature of teacher training is likely to change in the future. In the ‘Importance of Teaching’9 the
Government states that it will:
l Reform initial teacher training, to increase the proportion of time trainees spend in the classroom,
focusing on core teaching skills.
l Develop a national network of Teaching Schools on the model of teaching hospitals to lead the
training and professional development of teachers and head teachers, and increase the number of
National and Local Leaders of Education – head teachers of excellent schools who commit to working
to support other schools.
Training is also provided to qualiﬁed teachers as part of continuing professional development (CPD).
Within the context of health CPD may address the provision of PSHE, or more speciﬁcally train teachers to
deliver a speciﬁc health promotion intervention (e.g. around a drugs and alcohol initiative, or a sexual health
campaign). Training may also encapsulate broader school-wide health promotion interventionsJournals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2(‘whole-school approaches’). A variety of people may train teachers around health issues, including Healthy
Schools Co-ordinators, health professionals (e.g. health promotion practitioners, health advisers), youth
workers, psychologists, educational professionals, and educational professionals. Training is provided
in-service (i.e. organised by the school), or externally organised by the organisations responsible for
developing speciﬁc interventions or teaching methods.
It is unclear how current policy changes will ensure continued support for schools in actively promoting
health and well-being. A key question is to what extent do teacher training courses adequately prepare
teachers for this pivotal role?2.2.1 Initial teacher training
Since the mid 1980s research in England and Wales has indicated that teacher education and training in
health-related areas is poor, and has mostly relied on in-service training which teachers may or may not
receive.1 Progress on including knowledge and skills regarding health and well-being in the initial training
and education of teachers entering the profession has been slow, both in England and elsewhere.11 There are
unanswered questions about the provision and quality of health promotion within ITT courses across
England. Our previous survey research has shown that coverage of health and well-being in teacher training
curricula is limited and variable in the South East of England region.12 We surveyed, via questionnaire,
35 organisations offering ITT in 2007 (10 HEIs, 25 employment-based schemes). Fifteen (43%) organisations
responded, representing 50% of the total number of trainees in the region (83% from HEIs, and 17% from
employment-based schemes). The results demonstrated the enormous variability of teacher training
provision across the region and the lack of any consistent approach to educating student teachers about their
potential roles in promoting children's health. Most organisations were found to be incorporating Every
Child Matters (ECM) supported by Healthy Schools and other external specialists, but to varying extents.
Provision of information about the NHSP was also extremely variable, from nothing at all to inclusion in
PSHE or emotional health and well-being. Employment-based schemes were more likely to have connections
with the NHSP. Reasons for lack of inclusion of health issues included insufﬁcient time in a busy curriculum,
and the extent to which placement schools were actively involved in the NHSP.
The extreme variability in the amount of time allocated to health topics in our survey demonstrates a lack of
consistency in interpretation of the requirements of training leading to very little provision in many
institutions, versus careful attention and innovative good practice in a few others. The survey was limited by
the relatively low response rates, its timing (just before holiday period), the length of the questionnaire
(on reﬂection relatively lengthy) and its conﬁnement to the SE of England. There remains, therefore, a need
to assess the adequacy of provision of health initiatives within ITT curricula across England, with a sampling
strategy that ensures representation from different types of providers (HEI based, employment-based)
types of course (primary, secondary teaching). Such a survey will illuminate variations in practice, identify
barriers and facilitators, and will generate recommendations for effective training, and models of effective
practice suitable for further evaluation.2.2.2 Continuing professional development, and
intervention-speciﬁc training
There is a sizable evidence base on the effectiveness of school-based health promotion interventions
worldwide. Stewart-Brown (2006)13 conducted a synthesis of systematic reviews of school-based health
promotion interventions and health promoting schools (an update of the previous NIHR HTA funded
systematic review published in 199914). Fifteen systematic reviews were included, between them comprising
approximately 750 primary evaluations of school-based interventions on a variety of health issues (e.g.
mental health, healthy eating, physical activity). There was little overlap between the reviews in terms of their
constituent studies, suggesting that this ﬁgure has probably not been over-estimated by double counting
and is therefore an accurate estimate of the size of the evidence.139
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1402.2.3 The evidence base
Despite the volume of evidence for school-based health promotion interventions, little has been published, at
least in terms of secondary research, on the effectiveness of training teachers to deliver such initiatives (either
ITT or CPD), and of the barriers and facilitators to effective teacher training and their subsequent provision of
health promotion. Scoping searching of electronic databases conducted for this protocol (e.g. Educational
Resources Information Center (ERIC), Medline) and key websites (EPPI-Centre, National Foundation for
Educational Research) did not identify any published systematic reviews of the evidence for the effectiveness
of programmes to train teachers to promote health in schools. However, we did identify 18 potentially
relevant primary studies (some of which were included in a broader published literature review of 26 studies
investigating training of workers to implement adolescent prevention and positive youth development15).
The majority of these studies evaluated teacher training to deliver speciﬁc health promotion interventions.
They covered a range of topic areas including sexual health,16–20 tobacco,21–24 drugs and alcohol,25–27 physical
activity,28–30 injury prevention,31 and youth development/life skills training.15;32 In terms of publication dates
the studies spanned the last two decades with the most recent published in 200931, indicating that this
remains a fertile area for research. The studies were conducted in a number of countries (e.g. Australia, Hong
Kong, South Africa) though many were from the USA, with one notable example from the UK (see below).17
A mixture of study designs were used, including process evaluations of teacher training as part of a
randomised controlled trial (RCT) or other type of outcome evaluation of a school-based health promotion
intervention, or process only evaluations of school-based interventions. At least three outcome evaluations
compared the effectiveness of different types of teacher training (e.g. video instruction versus workshop
training) on a range of teacher outcomes (e.g. implementation, morale, motivation, self-efﬁcacy)21;25;26 and
one of these also assessed changes in pupil outcomes (e.g. use of drugs, tobacco and alcohol).25
In terms of theory, the interventions were based upon a range of well known theories of education, health
and health-related behaviour change such as Social Learning Theory, Social Cognitive theory, and the Theory
of Reasoned Action/Planned Behaviour, Diffusion of Innovations theory and the Social–Ecological Model.15
Many of these theories predict the necessary mediators of effective health-related behaviour change.
The training the teachers received was designed to equip them with the knowledge, motivation, conﬁdence
and skills, to facilitate, in turn, desirable improvements in mediators of pupils' behaviour, such as increasing
their knowledge, their self-efﬁcacy and their behavioural skills. For example Kealey et al. (2000),22 who
evaluated the Hutchinson Smoking Prevention Project in the USA, conceptualized teacher training as a
behaviour change process with a strong emphasis on teacher motivation to facilitate the intended behaviour
(i.e. the teacher's effective implementation of the curriculum). Theories such as those mentioned above
form part of the conceptual framework for this project (see Section 4.2.2.5).
All studies provided evaluation data on the implementation of the intervention, with varying detail given to
the training received by teachers. One of the studies that provided detailed information on training was a
Scottish trial of a sexual health education initiative called SHARE (Sexual Health Relationships Education).17
An extensive process evaluation was carried out, comprising observation, questionnaires and interviews
with teachers. The teachers reported that they valued and enjoyed the training very much and felt more
conﬁdent to teach sex education, but a number of barriers to effective delivery of the curriculum emerged,
including a lack of understanding by the teachers of the guiding theory of behaviour change and a lack of
conﬁdence to teach behaviour change skills (the key element of the intervention). This was echoed by
other studies identiﬁed by our scoping searches such as Ward et al. (2006)29 who, in a process evaluation of a
physical activity promotion programme for high school girls, reported that the teachers found it difﬁcult to
understand and implement behavioural skills concepts to encourage physical activity.
These ﬁndings, though perhaps not necessarily representative of the wider literature, suggest that additional
training and support may be necessary to enable teachers to facilitate health-related behaviour change,
an outcome that is considered as a key marker of effectiveness by many decision makers.33 For example, they
may require professional input from health educators to deliver skills-building exercises in the classroom
which may be essential for encouraging healthy behaviours. This will have resource, and therefore, costNIHR Journals Library www.journalslibrary.nihr.ac.uk
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over-arching barriers and facilitators to effective and efﬁcient teacher training across a range of health topics.
Recommendations would be made for health and education professionals, policy makers, and researchers to
ensure teachers fulﬁl their potential in promoting health and well-being in schools, ensuring children
adopt and maintain healthy lifestyles into adulthood.3. MethodsThe project comprises two main components: a survey of teacher training providers; and a systematic review.
They will run in parallel with each other, with a reciprocal relationship between the two. For example,
emerging ﬁndings from the systematic review may inﬂuence the issues explored in the semi-structured
interviews with teacher training providers.3.1 Survey of teacher training providers
3.1.1 Setting
We will undertake a survey of a sample of ITT providers in England to map the ways in which they incorporate
health and PSHE in their curricula to enable trainee teachers to develop knowledge and skills to promote
health and well-being. The survey will focus on how ITT providers address the health issues embraced within
policies such as, ‘Healthy Lives, Brighter Futures: the strategy for children and young people's health’,34 and
‘Your child, your schools, our future: building a 21st century schools system’,35 that are underpinned by the
ﬁve outcomes of the ‘Every Child Matters’ strategy.2 We will build on our previous survey experience of this
topic in SE England (see Section 2.2.1) to ensure optimal response rates and high quality data are collected.123.1.2 Data collection
3.1.2.1 Sampling
We will use the 208 ITT providers in England listed in the TDA website as our sampling frame. This includes
74 Higher Education Institutions (HEIs), 57 school-centred Initial Teacher Training providers (SCITTs) and
77 Employment-Based Initial Teacher Training providers (EBITTS).
Courses vary in their duration from a 1-year PGCE to 3–4-year undergraduate degrees (BA/BSc with QTS or BEd),
as well as variations in the phase of education that they specialise in (i.e. primary, secondary, key stage 2/3)
(Table 1). SCITT programmes are designed and delivered by groups of neighbouring schools and colleges.
SCITT courses lead to qualiﬁed teacher status (QTS), and some will also lead to a PGCE validated by a HEI. EBITTs
are run by consortia of schools, colleges and local authorities (though note that some Universities also offer
EBITTs courses). On the Graduate Teacher Programme (GTP), graduates can attain QTS while training and
working in a paid teaching role. The GTP normally takes between three months and one school year, working
full-time, to complete. The Registered Teacher Programme (RTP) combines work-based teacher training and
academic study, allowing non-graduates with some experience of higher education to complete their degree
and qualify as a teacher at the same time. This course normally takes two years to complete. The Overseas
Teacher Training Programme (OTTP) is for qualiﬁed teachers from overseas who wish to attain qualiﬁed teaching
status in England. Courses can last up to one year. Key stage 2/3 courses covers children in the age range
8–11 (key stage 2) and 11 to 14 (key stage 3). Early years generally covers the 3 to 7 age group.
The ITT providers in England have been classiﬁed according to the 9 Government administrative regions.
Table 2 shows that the number of providers in each region varies from 14 (North East) to 36 (Eastern).
We aim to sample the ITT providers within each of the regions to ensure all areas of England are represented,
given that there may be geographical variations in teacher training practice in relation to health and
well-being. Our sampling strategy will vary according to the type of provider in each region, as follows:141
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TABLE 1 Classiﬁcation of ITT courses by provider
Type of provider Undergraduate Post-graduate
Higher Education Institution (HEI) (e.g. University)
l Early years BA/BSc; BEd PGCE
l Primary BA/BSc; BEd PGCE, GTP, OTTP
l Secondary BA/BSc; BEd PGCE, GTP, OTTP
l Key Stage 2/3 BA/BSc; BEd PGCE
l Post-compulsory BA/BSc; BEd PGCE
RTP
School Centred Initial Teacher Training (SCITT)
l Primary PGCE (with QTS)/QTS
l Secondary PGCE (with QTS)/QTS
Employment Based Initial Teacher Training (EBITT)
l Primary RTP GTP, OTTP
l Secondary RTP GTP, OTTP
PGCE=Post Graduate Certiﬁcate in Education; GTP=Graduate Teacher Programme; RTP=Registered Teacher Programme;
OTTP=Overseas Teacher Training Programme; QTS=Qualiﬁed Teaching Status.
TABLE 2 ITT providers (n=208) by Government Ofﬁce Regions (GOR) in England, by type of provider
Eastern London East Midlands
HEI 6 HEI 13 HEI 7
SCITT 15 SCITT 7 SCITT 4
EBITT 15 EBITT 12 EBITT 8
Total 36 Total 32 Total 19
North East South East South West
HEI 4 HEI 10 HEI 8
SCITT 6 SCITT 5 SCITT 13
EBITT 4 EBITT 14 EBITT 5
Total 14 Total 29 Total 26
Yorks and the Humber West Midlands North West
HEI 10 HEI 9 HEI 7
SCITT 1 SCITT 5 SCITT 1
EBITT 6 EBITT 7 EBITT 6
Total 17 Total 21 Total 14
Note that the number of EBITT providers excludes the HEIs that offer EBITT courses.
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DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 21. We will randomly sample 50% of each of the HEIs within each of the 9 English regions. Our initial
mapping work has shown that the number and range of courses on offer varies considerably by HEI. For
example in the South East region of England, the University of Portsmouth currently offers just 2 courses,
both at post-graduate level. In contrast, Canterbury Christchurch University offers 10 courses covering
undergraduate and postgraduate level. To obtain balance we will take a random sample of 50% of HEIs
classiﬁed as offering a low number of courses, and 50% of those classiﬁed as offering a high number of
courses (low and high to be determined by the average number of courses per provider in a region). A
questionnaire will be sent to each course offered by the sampled HEIs, and should result in sampling
approximately 50% to 60% of available courses in each region.
2. We will also randomly sample 50% of EBITTs in each region. However, as EBITTs generally offer fewer
numbers of courses we will not be classifying them as high or low. (NB. HEI-run EBITT courses, such as
GTP, will be sampled as above in 1.)
3. We will survey all SCITTs rather than take a sample as there are relatively fewer of them, and because they
offer only a limited range of courses (e.g. one to two courses per SCITT).
3.1.2.2 Recruitment
It is planned to recruit and survey ITT providers in the 2011 spring/summer term (see Table 5, Section 4). This
is a time when many courses begin to review the current curriculum and think about planning for the
subsequent academic year. We believe this would be an optimal time to gather data from ITT providers.
We will approach, by e-mail, the head of the education department in each HEI in our sample to introduce
the project and to ask them to provide us with the name and contact details of the tutor of each of
their ITT courses. We will then contact, via e-mail, the tutors of those courses that are in the sample directly
and ask them to complete an online questionnaire (see below). The e-mail will specify the purpose of the
study, why they have been chosen, and a guarantee that their responses will be conﬁdential and
anonymised in the dissemination of the project. We will contact directly the course leader/manager in
each randomly-sampled EBITT, and in each SCITT, again via e-mail, and ask them to complete an
online questionnaire.3.1.2.3 Survey Instruments
An online questionnaire will be developed for ITT providers to complete, using SelectSurvey.NET software
(www.som.soton.ac.uk/quest). The questionnaire will be piloted on a small random sub-sample of ITT
providers in each region prior to full implementation.
We will request information about what ITT providers do to address health and well being, how much time
they devote within their course to health issues, and how trainees gather evidence about health related
matters. In particular we will ask about:
1. The type of course.
2. Approximate amount of time spent on health issues – in institution based training and in school-
based training.
3. Speciﬁc health issues addressed (education on sex and relationships, alcohol, smoking and drugs; healthy
eating; physical activity and emotional well-being).
4. Who teaches the health aspects of the curriculum (e.g. use of external agencies).
5. Whether and how health and well-being training is assessed (e.g. portfolio; questionnaire).
6. Who funds the health and well-being activities undertaken (e.g. primary care trusts; TDA).
7. Examples of successful initiatives around health and well-being.
Non-responders will be followed up with a reminder e-mail.
Following an initial analysis of the questionnaires a purposive sub-sample of around 20 to 25 providers will
be selected for follow-up qualitative semi-structured qualitative interviews to gain detailed insights into
how health and well-being is addressed in their curricula. We will interview those providers that are currently143
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144covering health and well-being in some depth to identify contrasting models of what potentially might be
considered good practice. We will also select providers who, from the questionnaire, do not appear to cover
health and well-being to a great extent to identify and explore any particular barriers. Where appropriate we
may also purposively select other ITT providers for interview (i.e. who were not included in the questionnaire
survey), if it is considered that their health and well-being initiatives would be useful
to investigate.
Speciﬁc issues that the interviews will focus on include:
l Coverage of speciﬁc aspects in the course and curriculum relevant to the Public Health Skills and
Careers Framework including:
¢ Awareness raising of health-related policies/practice (e.g. whole school health policies, PSHE,
healthy eating, physical activity, anti-bullying, etc.).
¢ Awareness raising of the determinants of health and current health policies (e.g. reducing
health inequalities).
¢ Encouragement and awareness raising about the processes of monitoring and evaluating relevant
health-related data.
l Who teaches/facilitates the health aspects of the course, and whether there are links with external
agencies available to support schools (e.g. sports partnerships, teenage pregnancy & family planning
agencies, NHS public health agencies, youth workers, drug and alcohol teams, Healthy Schools
Programme, school food trust/nutritionists, etc.).
l Description of speciﬁc initiatives or events that providers mount or engage in to raise awareness of health
and well-being (e.g. in collaboration with external agencies, as above).
l Elucidation and exploration of barriers to addressing health and well-being in teacher training.3.1.3 Data analysis
For analysis of the questionnaire data and some of the interview questions we will use standard descriptive
statistics (e.g. proportions, median, or mean with standard deviation for continuous measures). We may
undertake a limited number of comparisons using standard statistics (e.g. Chi-square tests for proportions,
Mann–Whitney for non-normal continuous data) with results analysed in a suitable statistical package
such as the Statistical Package for the Social Sciences (SPSS). Qualitative data yielded by the interviews will be
analysed in a standard content analysis, with data coded and categorised into themes, using an
appropriate programme such as NVivo (Version 9.0, QSR international).4.2 Systematic review of teacher training interventions
Our proposed systematic review will use rigorous methods to identify, appraise and synthesise relevant
evidence, drawing on established processes and procedures in evidence synthesis,36–38 with particular
consideration given to wider determinants of health and health inequalities.39 Figure 1 provides an overview
of the key stages of the review.
4.2.1 Literature Searching
An extensive search will be conducted to identify relevant literature. A highly sensitive search strategy will be
devised and tested by an experienced information scientist. The strategy will comprise a mixture of free-text
words and controlled vocabulary terms (see Appendix 1).
The strategy will be applied to the following electronic bibliographic databases (database platform
in parentheses)
l Medline (Ovid)
l Medline In-Process (Ovid)
l Embase (Ovid)NIHR Journals Library www.journalslibrary.nihr.ac.uk
Literature searching (April–May 2011)
Inclusion/exclusion screening (June–August)
Apply criteria to titles/abstracts identified from search;
obtain full text of potentially relevant papers,
then apply criteria to full texts
Evidence mapping (September–November)
Apply keywords to reports meeting inclusion criteria;
produce a descriptive map of the evidence base and discuss
with advisory group; and
set inclusion/exclusion criteria for systematic review
Data extraction and critical appraisal
(December–February 2012)
Read and extract relevant data from studies meeting inclusion
criteria based on evidence map
Data synthesis (March 2011–May 2012)
Summarise the key characteristics and results of included
studies using methods such as narrative and thematic synthesis,
and meta-analysis, where appropriate
Write up of results, conclusions and recommendations
(May–August)
Generate conclusions and propose recommendations for policy
and practice based on data synthesised
Update literature search (March–April)
FIGURE 1 Key stages of the systematic review.
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2l The Cochrane Library (Cochrane Database of Systematic Reviews; Cochrane Central Register of
Controlled Trials)
l Database of Abstracts of Reviews of Effectiveness (DARE)
l The Campbell Library
l C2 Spectr (The Campbell Collaboration's Social, Psychological, Educational, and Criminological
Trials Register).
l CINAHL (Ebsco)
l Psychinfo (Ebsco)
l Social Science Citation Index (Web of Science)
l Conference Proceedings Citation Index- Social Science & Humanities (CPCI-SSH) (Web of Science)
l ERIC (Dialog Datastar)
l EPPI-Centre databases (TRoPHI/Evidence Library)145
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146l British Educational Index (Datastar/Dialog Web)
l Australian Educational Index (Dialog Datastar)
l International Bibliography of the Social Sciences (CSA)
l Sociological Abstracts (CSA)
Although databases will be searched from inception to the current date, only studies published from
1990 onwards will be eligible for inclusion (this was a decision taken during the course of the project.
The rationale was that older studies were considered to be less relevant to current practice, are generally
poorly reported, and also because it would make the workload more manageable).
Key websites will be searched, including the National Foundation for Educational Research, the International
Union for Health Promotion and Education and others. We will be particularly interested in locating
relevant studies from the grey (unpublished) literature and will make contact with experts in the ﬁeld,
including our advisory group, to identify relevant studies. Bibliographies of relevant studies will be screened
to identify further potentially relevant studies.
Studies published in the English language will be prioritised for inclusion in the review. Any non-English
language studies will be included if translation is possible.
Relevant systematic reviews identiﬁed by the search will only be used as a source of additional
relevant studies.
The search will be updated in March/April 2012 (approximately a year after the original search – see Table 5)
to identify any new literature published since the initial search. Depending on the volume of literature
identiﬁed it may be possible to integrate any new relevant studies into the systematic review. Where this
is not feasible the newly identiﬁed studies will be listed in an appendix with brief details of their
key characteristics.4.2.2 Inclusion criteria
4.2.2.1 Population1. Teachers
2. Pupils in primary, secondary and further education
Studies of children and young people with existing illness or conditions (e.g. physical illnesses such as
asthma, or behavioural disorders such as attention-deﬁcit hyperactivity disorder) are not eligible for inclusion.4.2.2.2 Intervention1. Health and well-being training component of the ITT curriculum
2. Teacher training either as part of CPD (e.g. for PSHE), or to facilitate a speciﬁc school-based health
promotion intervention.
Interventions may delivered in the context of any area of health including general well-being and personal
and social development (e.g. life skills training, youth development), as well as on speciﬁc topics such as substance
abuse, healthy eating and physical activity, sexual health, bullying and mental and emotional health, etc.
(NB. Differences in ﬁndings according to topic areas will be explored as part of the synthesis, see Section 4.2.6).4.2.2.3 Comparator
For comparative outcome evaluations studies any type of comparison will be eligible. For example,
a study may compare a new method of teacher training (e.g. interactive programme using computers and
video) with standard methods of teacher training (e.g. facilitator-led workshop).NIHR Journals Library www.journalslibrary.nihr.ac.uk
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For both types of intervention the following study types are relevant:
1. Outcome evaluations (e.g. preferably randomised controlled trials (RCTs), but non-random or
uncontrolled studies will be considered where there is a lack of RCTs). These studies aim to measure
effects of teacher training interventions either on the teachers themselves, the pupils, or both. This
excludes studies of school-based health promotion interventions where the aim is only to assess the
effectiveness of the school-based intervention itself, rather than the training the teachers received.
2. Process evaluations (e.g. integrated within an outcome evaluation, or a process only evaluation).
These studies assess how the intervention was implemented (e.g. the resources used, acceptability of the
intervention, unanticipated barriers and facilitators), and can provide insights into the outcomes achieved.
They can use qualitative or quantitative methods or use both (e.g. surveys; questionnaires; interviews; focus
groups). In this review we will include process evaluations that report on: the acceptability and adequacy to
the teachers of the training, and of the health promotion intervention itself (e.g. appeal, enjoyment,
relevance to professional goals and personal values); Teachers' general reﬂexivity of their health promoting
role and practice; implementation of the teacher training programme/the health promotion intervention.4.2.2.5 Outcomes and processes
Table 3 summarises possible relevant outcome measures for both teachers and pupils, while Table 4 speciﬁes
some of the relevant processes which can inform our understanding of barriers and facilitators.
For studies which only evaluate processes (i.e. they do not necessarily aim to measure impact on pupils or
teachers) some of the outcomes in Table 1 may be discussed within the context of delivery of the
intervention. For example, a process evaluation may not formally measure changes in teachers' motivation to
deliver a health promotion intervention, but nonetheless report that lack of motivation was an
impediment to effective delivery.
These outcomes and processes reﬂect the conceptual framework of this study, which is effective teacher
training for health as essentially, though not limited to, a behaviour change process (see Section 2.2.2).TABLE 3 Some of the relevant outcome measures
Outcomes
Teachers Pupils
Knowledge of health in general and the speciﬁc health
topic to be addressed
Knowledge of relevant health topic (e.g. risk factors,
prevention, well-being)
Skills (e.g. ability to teach health-related behaviour
change skills)
Attitudes towards health-related behaviour
Conﬁdence/self-efﬁcacy to provide health
promotion intervention
Intentions to adopt health-related behaviour
Attitudes towards health promotion intervention Self-efﬁcacy to adopt health-related behaviour
Motivation and intentions to provide health
promotion intervention
Biological and physical outcomes (e.g. weight change)
Awareness and understanding of whole-school
approaches to health promotion, and wider determinants
of health
Health-related behaviour (e.g. smoking)
Health literacy Health literacy
Rates of delivery of the intervention Educational attainment
Unintended/unanticipated outcomes (e.g. increasing
health inequalities)
Unintended/unanticipated outcomes (e.g. differential
health gain)
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TABLE 4 Some of the relevant processes
Processes
Acceptability to the teachers of the training, and of the health
promotion intervention itself (e.g. appeal, enjoyment,
relevance to professional goals and personal values)
Resources and costs used to train the teachers
Teachers' general reﬂexivity of their health promoting role
and practice
Implementation of the teacher training programme/the
teacher-led health promotion intervention
APPENDIX 1
148Our starting point is that equipping teachers with basic competencies in their initial training means they will
be more motivated to address health and well-being and be better able to contribute to health promoting
schools when teaching. The framework also recognises wider structural inﬂuences on health, including
political, social and economic factors that constrain or enable individuals and groups to make informed
decisions about their health (to be taken into account in the thematic analysis of barriers and
facilitators – see Section 4.2.6).
Inclusion criteria will initially be applied to each title and abstract (where available) independently by two
reviewers. Reviewer agreement will be monitored during the ﬁrst few batches of references screened
and once an acceptable level of agreement has been reached (e.g. 90% or greater) all remaining references
will be screened by a single person. A random sample of 10% of each batch of remaining references will
be independently screened by a second person. This will enable the team to monitor on-going levels of
agreement. In cases where agreement cannot be reached a third reviewer will be consulted.4.2.3 Descriptive mapping stage
As the evidence base is likely to be diverse (e.g. in terms of health issues, country, type of school, outcomes/
processes etc.), and uneven in terms of volume (e.g. there may potentially be more outcome evaluations
from the United States), an intermediate descriptive mapping stage is proposed. Descriptive mapping has
been successfully applied in a number of published systematic reviews of complex health and education
interventions as a means of characterising the evidence base to facilitate a focused policy-relevant
synthesis.40–43 It is particularly useful in systematic reviews such as this, where sensitive literature searches are
necessary. All studies meeting the inclusion criteria described above in Section 4.2.2 will be classiﬁed
through the systematic application of pre-speciﬁed keywords. Each study will be keyworded by one reviewer
and a random sample checked by a second for fairness in accuracy in interpretation. The keywords will
cover a number of study characteristics including the:
l country the study was conducted in,
l level of education (e.g. primary/secondary),
l type of school (including whether mainstream or schools for children with special
educational requirements),
l topic area (e.g. substance abuse, sexual health etc.),
l outcomes measured (where applicable),
l processes evaluated (where applicable).
The keywording will not, however, characterise the results of studies.
The descriptive map will be presented to the project's advisory group for discussion (likely to be during
meeting 2, see Table 5). Based on their guidance a policy-relevant focussed set of inclusion criteria will be set
for the systematic review. For example, based on the evidence available it might be decided to focus onNIHR Journals Library www.journalslibrary.nihr.ac.uk
TABLE 5 Timetable for the project
Month
Component of the study
Survey Systematic review
1. March 2010 Devise+pilot survey questionnaire Write protocol, devise and test search strategy
2. April 2011 Run literature searches
3. May (AG 1) Sample+ recruit ITT providers, survey ITT providers
4. June Apply inclusion criteria
5. July
6. August Analysis of survey results
7. September Evidence mapping
8. October (AG 2)
9. November Devise+pilot interview schedule
10. December Data extraction+ critical appraisal, update
literature searches
11. January 2012 Conduct follow-up interview with sub-sample of
20–25 providers
12. February
13. March Analyse interview results Synthesis of outcome and process evaluations
14. April 2012 (AG 3)
15. May Write-up of results (ﬁnal report + journal articles)
16. June External review of draft ﬁnal report by Advisory Group, and other selected experts
17. July Finalise report and submit to funder, ﬁnalise journal articles and submit to relevant journals
18. August
(AG)=Advisory Group meeting. Three meetings are planned at strategic points in the timetable, with a fourth meeting to
be held on an ad hoc basis if necessary.
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2studies of teacher training in schools for minority children or those with special educational requirements
who may be at particular risk of poor health outcomes. The mapping stage may also be used to ensure
that the volume of evidence to be reviewed is manageable, ensuring the project is conducted within its
resources and to its timetable. As well as helping to set the focus for the proposed systematic review the map
will be a useful resource of its own as it will provide an outline of the key attributes literature over a
fairly extensive area. It will be published as part of the ﬁnal report to the NIHR PHR, and potentially also
published separately in journal or in practice publications.4.2.4 Data extraction of included studies
Following the mapping exercise each study meeting the inclusion criteria for the systematic review will be
read by one researcher and will then have relevant data extracted from it into a standardised template.
A second researcher will check the data for accuracy and interpretation, and any disagreements resolved
through discussion.
Data to be extracted include:
l Markers of health and health inequalities and SES (e.g. pupil educational attainment, parental income,
residential status, ethnicity, locality)
l Type of teacher training (e.g. didactic education, skills training)
l Format of the training (e.g. length, duration, intensity, maintenance)149
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150l Setting for the teacher training (e.g. school, or other venue)
l Details of any speciﬁc intervention for the teachers to provide (e.g. PSHE in general, or focus on particular
health topic)
l Materials and media used (e.g. use of video, computers, course materials)
l Theory underpinning the teacher's training, and the health promotion intervention
l Training provider (e.g. type of provider, their own training/qualiﬁcation)
l Costs and resources (e.g. training provider costs, cost of materials used)
l Results of the outcome and process evaluation (as speciﬁed in Section 4.2.2).4.2.5 Critical appraisal
Each study will be data extracted and critically appraised by one researcher, and checked by a second with
any disagreements resolved through discussion and recourse to a third researcher if necessary. The criteria
will assess risk of bias and aspects of methodological quality of outcome evaluations using standard
methodological criteria (e.g. selection bias, attrition bias, selective reporting) based on that used by the
Cochrane Collaboration37 and the Centre for Reviews and Dissemination36. Process evaluation studies will be
appraised by criteria speciﬁcally applied in our recently published systematic review of school-based sexual
health promotion,40 in turn based on criteria proposed by experts in the ﬁeld.44–46 These criteria assess the
rigour of methods for sampling, data extraction, data analysis, and whether adequate breadth and depth
was achieved in the interpretation of the ﬁndings.4.2.6 Synthesis
The results of the outcome evaluations will be tabulated and summarized textually in a narrative synthesis.
Quantitative meta-analysis will be performed if the studies are not considered too heterogeneous (in terms of
intervention characteristics, participants and methods) and where sufﬁcient data are available to allow
statistical pooling.37 Cochrane Review Manager software will be used to perform any meta-analysis. Results
will be analysed according to markers of health and health inequalities where reported in the primary studies.
The results from the process evaluations (in terms of the process markers described in Table 2) will also be
tabulated and summarised. In addition they will undergo a more detailed thematic analysis using methods
applied in our previous systematic review of sexual health promotion in schools,40 in turn devised by
colleagues at the EPPI-Centre, London.47;48 Two researchers will independently identify any reported or
inferred barriers and facilitators to effective teacher training and delivery from each study, and compile them
into higher order themes (e.g. teacher skills, school organization, school ethos, health inequalities). The two
researchers will compare their themes and propose a draft agreed set. A brief description of each of the
themes will be written up and the draft set will be discussed and ﬁnalized by the research team (and, if
possible, the advisory group at meeting 3 – see Table 5). The analysis will explore differences in ﬁndings
between health topic area (e.g. sexual health, physical activity) and look for common themes across all topic
areas. Specialist NVivo software (Version 9.0, QSR international) for analysing qualitative data such as will be
used to facilitate this synthesis. The thematic analysis will adhere to the principles of qualitative research in
evidence synthesis.47
The analysis of both outcome and process evaluations will take into consideration the generalisability of the
evidence from international studies to the UK, in terms of cultural and socio-economic relevance, and
replicability of education and health services. Potential temporal changes will also be examined, given that
the ﬁndings of older studies may not be wholly relevant to current practice.5. Project ManagementThis project is a collaboration between a multi-disciplinary team of people with both academic and practice
experience in this topic, drawn from the University of Southampton (Medicine, Education) and Anglia Ruskin
University. Collectively the team has extensive expertise in evidence synthesis, surveys, and qualitativeNIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2interviews. The project will be based within Southampton Health Technology Assessments Centre (SHTAC),
part of the Faculty of Medicine, under the supervision of the Principal Investigator, Dr Jonathan Shepherd.
The co-investigators of the project are:
l Dr Marcus Grace (Senior Lecturer/Deputy Head of School of Education, University of Southampton)
l Dr Jenny Byrne (Learning and Teaching Co-ordinator, School of Education, University of Southampton)
l Professor Paul Roderick (Director of Public Health Sciences and Medical Statistics, School of Medicine,
University of Southampton),
l Dr Viv Speller (Independent consultant in public health development)
l Ms Sue Dewhirst (Research Fellow, Public Health Sciences and Medical Statistics, School of Medicine,
University of Southampton).
l Dr Palo Almond (Head of Primary and Public Health, Faculty of Health and Social Care,
Anglia Ruskin University).
The co-investigators will have strategic input all aspects of the project, and participate directly in some
project tasks.
The research team also comprises:
l Dr Debbie Hartwell, Research Fellow, Southampton Health Technology Assessments Centre (SHTAC).
l Dr Karen White, Research Fellow, Southampton Health Technology Assessments Centre (SHTAC).
l Karen Welch, Information Scientist, Southampton Health Technology Assessments Centre (SHTAC).
l Other research fellows from within SHTAC will work on the project as required.
The research team will carry out the key project tasks, including survey related activities (e.g. questionnaire
design, sampling, data analysis, interviews) and systematic review activities (e.g. inclusion/exclusion
screening; data extraction; data synthesis).
Table 5 outlines the timelines for the project. Although the speciﬁc stages of the survey and systematic
review are sequential there is likely to be overlap between them (e.g. studies meeting the inclusion criteria for
the systematic review can be keyworded for the descriptive map while other studies are still being
screened for inclusion).
6. Service users/public involvement
The project will be supported by a multi-disciplinary advisory group comprising: academics in the area of
health and education; health and educational professionals (e.g. from the National Healthy Schools
Programme); and methodologists (e.g. with experience of qualitative evidence synthesis). We will also
endeavour to seek public participation by inviting teachers (e.g. with a responsibility for PSHE) and lay people
with an interest in education and child health to join the group.
The aims of the group include: to provide advice and guidance to the research team on the scope and the
conduct of the study; to notify the research team of any relevant research literature for the systematic review;
to advise on dissemination of the ﬁndings.
As mentioned earlier, the advisory group will meet (at the University of Southampton) up to three times
during the course of the project at strategic milestones. Advisory group members will be consulted where
necessary between meetings (e.g. via e-mail or telephone) regarding speciﬁc issues.151
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(Medline, via Ovid)1. (train* adj2 (teacher* or schoolteacher* or educator*)).tw.
2. (teacher* adj2 (learn* or course* or development* or self?development* or program* or materials or
seminar* or workshop* or conference* or inset or package* or video* or leaﬂet* or self?study or
study)).tw.
3. 1 or 2
4. teaching/
5. (teacher* or schoolteacher or educator* or pedagogy).tw.
6. 4 or 5
7. education continuing/
8. inservice training/
9. continu* professional development.tw.
10. (curricul* adj5 (train* or development)).tw.
11. (inservice adj2 (train* or educat* or development)).tw.
12. (pre?service adj2 (train or educat* or development*)).tw.
13. (PGCE or ITT or SCITT or EBITT or “certiﬁcate in education”).tw.
14. “train* the trainer*”.tw.
15. “provider training”.tw.
16. “practice based learning”.tw.
17. “professional development”.tw.
18. (skill* adj2 (develop* or updat* or train* or gain*)).tw.
19. (implement* adj5 (intervention* or strateg* or program* or initiative* or pilot* or scheme*)).tw.
20. (program* adj2 (deliver* or implement*)).tw.
21. 6 and (7 or 8 or 9 or 10 or 11 or 12 or 14 or 15 or 18 or 19 or 20)
22. (“teach the teacher*” or teaching the teacher*).tw.
23. 3 or 21 or 22
24. Schools/ or (Curriculum/ and school*.tw.)
25. (school* or classroom* or “class room*” or pupil* or student* or adolescen* or teen* or child* or
yout* or “young person” or “young people”).tw.
26. (“primary education” or “secondary education” or “elementary education” or “educational system*”
or “educational setting*”).tw.
27. (“key stage 1” or “key stage 2” or “key stage 3” or “key stage 4”).tw.
28. (school* and (curriculum* or curricula*)).tw.
29. 24 or 25 or 26 or 27 or 28
30. 23 and 29
31. exp health promotion/ or exp health education/ or exp health behavior/
32. exp risk reduction behavior/
33. exp public health/
34. exp primary prevention/
35. exp preventive health services/
36. exp preventive medicine/
37. attitude to health/ or health knowledge, attitudes, practice/
38. (health adj2 (educat* or information or awareness or issue* or pilot* or program* or promot* or
improv* or intervention* or initiative* or empower* or strateg* or prevent* or project* or campaign*
or skill*)).tw.
39. (“good health” or “better health” or “healthy life” or “healthy lives” or “healthy lifestyle” or “healthy
life style” or “healthy living” or “balanced life*”).tw.
40. ((health adj2 child*) or adolesc*).tw.
41. (“healthy child*” or healthy adolesc*).tw.
42. (wellbeing or “well being” or safe*).tw.155
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15643. exp sex education/ or exp sexual behavior/ or exp sexology/ or exp safe sex/ or exp unsafe sex/ or exp
sexual abstinence/ or exp sexually transmitted diseases/ or exp sexually transmitted diseases, bacterial/
44. ((prevent* or reduc* or educat* or promot* or increas* or decreas* or facilitat* or barrier* or
encourag* or discourag*) adj2 (sex* or HIV or STI or STIs or STD* or chlamydia)).tw.
45. (sexual* transmit* adj3 (infect* or disease*)).tw.
46. (sexual adj2 (health or knowledge or behavio?r*)).tw.
47. “safe* sex”.tw.
48. (pregnancy adj2 prevent*).tw.
49. Contraception, Barrier/ or Contraception, Postcoital/ or Contraception/ or Contraception, Immunologic/
or Contraception Behavior/ or Pregnancy in Adolescence/
50. (contraception or contraceptive*).tw.
51. (STI or STIs or STD or STDs).tw.
52. herpes genitalis/ or exp acquired immunodeﬁciency syndrome/ or exp HIV infection/ or exp gonorrhea/
or exp syphilis/ or chlamydia/
53. condom*.tw.
54. Condoms, Female/ or Condoms/
55. Sexual Abstinence/
56. Coitus/
57. “sexual intercourse”.tw.
58. reproductive medicine/
59. puberty.mp.
60. Marijuana Abuse/ or Marijuana Smoking/
61. Substance-Related Disorders/
62. ((prevent* or reduc* or educat* or promot*) adj2 (drug* or smoke or smoking or cigarette* or tobacco
or substance* or glue or anti?smoking or alcohol or marijuana)).tw.
63. Smoking/ or Behavior, Addictive/ or Alcoholism/
64. ((drug* or substance* or alcohol or cigarette* or marijuana) adj2 (“use” or misuse or abuse or
abusing)).tw.
65. exp Exercise/
66. “Physical Education and Training”/
67. (“physical activit*” or “physical education” or exercise).tw.
68. ((walk* or cycle or cycling or “active commut*”) adj3 school).tw.
69. “walking bus”.tw.
70. (games adj3 school*).tw.
71. “healthy lifestyle*”.tw.
72. (health* adj2 (diet* or food or eat*)).tw.
73. nutriti*.tw.
74. food habits/
75. (obes* or anti?obes*).tw.
76. exp Obesity/
77. exp Eating Disorders/
78. bulimia/ or bulimia nervosa/
79. (bulimia or bulimic).tw.
80. (unhealthy adj2 (diet* or food or eat*)).tw.
81. exp Mental Health/
82. exp Depression/
83. (depression or depressed or sucide or suicidal).tw.
84. Emotions/
85. (“emotional health” or “emotional wellbeing” or “emotional well-being” or “emotional
inhibition*”).tw.
86. (bereav* or death or grief or grieving or sorrow).tw.
87. (“health and safety” or “road safety”).tw.
88. Accident Prevention/NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 289. (prevent* adj2 (injury or injuries)).tw.
90. exp First Aid/
91. Cardiopulmonary Resuscitation/
92. (“ﬁrst aid” or CPR).tw.
93. Bullying/
94. (bullying or anti?bullying or cyberbullying or violence).tw.
95. exp Hygiene/ or Oral Hygiene/
96. Handwashing/
97. (“oral health” or “oral hygiene” or dentist*).tw.
98. Adaptation, Psychological/ or Social Adjustment/
99. (skill* adj2 (life or lives or living)).tw.
100. environment/ or social environment/
101. cancer*.tw.
102. unhealthy.tw.
103. (safe* adj2 sun).tw.
104. Skin Neoplasms/
105. (“keeping safe” or citizenship or “youth development”).tw.
106. exp cardiovascular diseases/
107. exp heart diseases/
108. child abuse/ or child abuse sexual/
109. ((abuse or abusing) adj2 (physical* or mental*)).tw.
110. child advocacy/ or child welfare/
111. (“self image” or “self respect” or “self conﬁdence” or “self esteem”).tw.
112. or/31–111
113. 30 and 112
114. School Health Services/
115. School Nursing/
116. “national child measurement program*”.tw.
117. (school* adj2 health*).tw.
118. (PSHE or PSHEE).mp.
119. “whole school”.tw.
120. “personal social health”.tw.
121. “health promoti* school*”.tw.
122. (school* adj2 prevention).tw.
123. or/114–122
124. 23 and 123
125. 113 or 124
126. (editorial or comment or letter).pt.
127. 125 not 126
128. (“medical student*” or “student doctor*” or “student nurs*” or “nurs* student*”).tw.
129. 127 not 128157
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education institution course managers)
1. Please give your full name and title.
2. What is your job title?
3. Please state the name of your department and institution.
4. Please brieﬂy describe your role.
5. Please tick the initial teacher training (ITT) course(s) that you manage. Tick as many as apply.
¢ PGCE Early Years
¢ PGCE Primary
¢ PGCE Secondary
¢ PGCE Key Stage 2/3
¢ BEd with Qualiﬁed Teaching Status
¢ BA or BSc with Qualiﬁed Teaching Status
¢ Graduate Teacher Programme (GTP)
¢ Registered Teacher Programme (RTP)
¢ Overseas Teacher Training Programme (OTTP)
¢ Teach First
6. Please enter the total numbers of students enrolled in 2010–11 for each level (i.e., primary/secondary,
key stage 2/3) and for each programme that you manage.Early years Primary Secondary Key stage 2/3
PGCE
BEd
BA
BSc
GTP
RTP
OTTP
Teach First
Other
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APPENDIX 2
1607. Which of the following health and well-being/personal, social, health and economic education
(PSHEE) topics are covered in your course? Tick as appropriate (e.g. in the university or on school
placement or both).University based (e.g. lecture,
professional themes)
School placement
(e.g. directed task) Not sure Not covered
Healthy eating
Physical activity
Healthy Schools
Every Child Matters
Child protection
Drugs education
Alcohol education
Smoking prevention
Sex and relationships
education (SRE)
SEAL/emotional health and
well-being
Antibullying
Health and well-being
of staff
Working with parents
Environment education
Careers education
Economic education
Other8. If you ticked ‘Other’ in response to Question 7 please specify.
9. Please describe, as fully as possible, examples of how some of the health and well-being/PSHEE topics (as
listed in Question 7/8) have been covered in your course. For example, through seminars, presentations,
interactive workshops, e-learning, use of specialised resources, use of additional expertise, etc.
10. Are any of the health and well-being aspects of the course assessed? (in general and/or in relation to
Qualiﬁed Teacher Status)?
¢ Yes (go to Question 11)
¢ No (go to Question 12)
11. (If your answer to Question 10 was ‘Yes’) Which method(s) of assessment for the health and well-being
aspects of your course do you use? (Tick as many as apply)
¢ Exam
¢ Portfolio
¢ Assignment
¢ Questionnaire
¢ Teaching observation
¢ Presentation
¢ Other (please specify)NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 212. Do you use any external organisations to provide information, resources or teaching to support the
delivery of the health and well-being aspects of your course?
¢ Yes (go to Question 13)
¢ No (go to Question 15)
13. (If you ticked ‘Yes’ to question 12) Please tick which type of external organisation you use to support
the delivery of the health and well-being aspects of your course. (Tick as many as apply)
¢ Health Professional (e.g. Nurse, Dietitian, Health promotion specialist)
¢ Youth Services
¢ Local Authorities (e.g. Children's services, Healthy schools, Schools Advisory Service,
Child Protection Ofﬁcer)
¢ Voluntary Organisation/Charity
¢ Local University or College
¢ Sports Organisation (e.g. sports coaches, sports partnerships)
¢ Local School
¢ Other (please specify)
14. For each of the external organisations you have ticked in Question 13 please provide brief details of
the support you have received.
15. Please estimate the approximate percentage of time spent, as a whole, covering health and
well-being in your course
¢ Less than 5%
¢ 5 to 9%
¢ 10 to 14%
¢ 15 to 19%
¢ 20 to 24%
¢ 25 to 49%
¢ 50% and higher
16. Do you have further comments you would like to make about the health and well-being aspects of
your course? (If none then please go to Question 17)
17. How important in your view is it to emphasise the health and well-being of pupils and staff/PSHEE in
the initial teacher training curriculum? (Please choose one option)
¢ Very important
¢ Important
¢ Of some importance
¢ Not important
18. In what ways do you anticipate that the content, delivery or structure of your course is likely to change
in the near future? (e.g. in response to changes in educational policy or funding)
19. We may contact you again in a few months to request a research interview to ﬁnd out more about
some of the things you've told us about in this questionnaire. Would you be willing to be contacted?
¢ Yes (go to Question 20)
¢ No (go to Question 21)
20. If your answer to question 19 was ‘Yes’, please provide us with details so we can contact you.
21. It would be very helpful to receive copies of any of the course materials for the health and well-being
aspects of your course that you would be prepared to share with us. You could send these by e-mail or
by post to: Dr Jonathan Shepherd, Southampton Health Technology Assessments Centre (SHTAC),
University of Southampton, 1st Floor Epsilon House, Enterprise Road, Southampton Science Park,
Southampton, SO16 7NS (e-mail: jps@soton.ac.uk). Please list the materials available in the box below.161
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Question 1
Before we start discussing the detail of your course I wondered if you could you tell me a bit about
your professional background?
Probe a): What professional experience or training have you had, if any, around health and
well-being [issues]?
If they mention training or experience speciﬁc to health and well-being, then
Probe b): How do you think your professional background/previous experience has inﬂuenced your
approach to health and well-being in the course(s) that you manage, if at all?
Probe c): Have you been involved with setting up any health and well-being aspects to the course?
Question 2
Refer to the individual organisation proforma to recap on the information supplied in the questionnaire,
course information on the organisation website and any other background information such as any
relevant research areas on the website.
Prompt: I'd like to start by recapping on the information you supplied on the questionnaire and other
information on your organisation website.
Can you tell me whether there have been any signiﬁcant changes to your course(s) since the
start of the new academic year?
Then recap on the numbers of trainees, course overview, course(s) content.
Question 3
Ask as appropriate, according to questionnaire responses.
On the questionnaire you mentioned . . . (named initiative, etc.) the health and well-being/PSHE
aspects of your course. Can you tell me more about that?
Probe a): What inﬂuenced the inclusion of this on your course?
Probe b): What has helped you to implement particular changes?
Probe c): What has hindered the implementation?
Probe d): How successful, or otherwise, are they?
Probe e): If not successful, what are the barriers?
If not mentioned on the questionnaire:163
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164Please can you tell me whether health and well-being/PSHE is covered in your course(s).
Yes/no? If so, how is it covered?
Probe f): Do you have any particular initiatives in place to promote health and well-being?
If so, can you describe these initiatives?
Probe g): How successful, or otherwise are they?
Probe h): What difference have they made in your opinion (to the students/course/staff, etc.)?
Probe i): Do they take place in school and/or university settings?
Probe j): On school placements who in the school is responsible for ensuring that there is an opportunity
for students to teach PSHEE? Who provides the mentoring for this activity? (e.g. the form tutor/professional
tutor/subject mentor)
Probe k): How long? (a session, lecture, whole day, module, etc.)
Probe l): Compulsory or optional?
Probe m): Subject based or whole cohort?
Question 4
For any health and well-being aspects that do take place, when in the course and at what time
during the academic year are they addressed?
Prompt: Beginning of the course/before school placements, middle/between placements, towards the end?
If undergraduate course, which year?
Probe a): Why do they take place at that time? What are the advantages/disadvantages?
Probe b): Do you feel there is enough time given to health and well-being in general on the course?
Probe c): If no, do you think it's important to include more? If so how would you do this?
Question 5
You mentioned on the questionnaire that [external agency(ies)/staff member(s)] have an input
into the health and well-being aspects of your course. Can you describe how/why this input
came about?
Probe a): For external agencies (if not already explained): Who? Where are they from? Which organisation?
How were they contacted? Do they require payment? How long have they worked with you? What are
the advantages/disadvantages of working with them?
Probe b): For internal staff/course tutors are leading on health issues ask: How are the tutors/directors
trained to facilitate the health and well-being aspects of the course? What is their expertise in this ﬁeld?
Probe c): From the initial survey results it appears that health professionals are not widely used to train
teachers. Is this the same in your institution? (refer to their questionnaire responses)NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Probe d): If so why? What do you think are the challenges of involving health professionals in
teacher training?
Prompt: Health professionals could include: teenage pregnancy & family planning agencies, NHS public
health agencies, Healthy Schools co-ordinators, health promotion specialists, dieticians, drug and alcohol
agencies, voluntary agencies.
Question 6
We have observed in our analysis of the questionnaire that sex and relationships, drugs,
alcohol and smoking education receive less attention compared to other topics in teacher
training courses.
(a) In your view how important is it that these topics are covered?
Probe a): (If not already covered) How do you address these topics on your course, if at all?
Probe b): Do students have to teach SRE while on their placement, do they have to observe an SRE lesson,
or neither?
Probe c): Who mentors students in the teaching of SRE in the school?
(b) In your view (or, if appropriate, in your experience) what are the particular challenges to
including these on a teacher training course?
Question 7
Is there funding available to include particular aspects of health and well-being on your course(s)
or for the initiatives mentioned on questionnaire? (Yes/no)
(Ask the next few questions/probes sensitively)
If so, can you indicate how much funding there is approximately?
Who provides the funding for this work/where does it come from?
Prompts: For example, your institution, your department, local education authority/Children's Services, the
TDA, health services, voluntary sector.
(If not already covered)
Probe a): What type of work around health and well-being on the course(s) requires funding?
Probe b): Has the cost/funding of health and well-being ever been an issue?
Probe c): If there is no ‘extra’ funding, how do you address the provision of training in health and
well-being?
Probe d): What do you think will be the state of funding for health and well-being on your course in
the future?165
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166Probe e): What kind of funding do you think should be available in the future for H&W in teacher
training courses, if any?
Question 8
You mentioned in the questionnaire that your students are/are not assessed in the area of health
and well-being. Please can you tell me more about this? Which elements of health and well-being
are assessed?
Probes: Why do you assess in this way? How do you carry out the assessment? In which setting? (University
or in school) By whom?
Prompt: For example, are they measured against criteria, such as QTS Standard 21, which refers to health
and safety?
Probe: If they are not assessed, is there a reason why? Is there likely to be an element of assessment in
the future?
Question 9
Does your course(s) address the issue of the health and well-being of teachers in schools?
If so how?
Probe a): How effective do you think it is in addressing staff health?
Probe b): If not, is this something that you might address in future?
Probe c): If so why do you feel it's important to address staff health?
Probe d): How do you address the health and well-being of the trainees themselves?
Or, if mentioned on the questionnaire . . .
You indicated that staff health and well-being was covered/an important aspect of your course.
How is this addressed?
The following 2 questions may have already been covered*. If so, you can reiterate the key challenges and
facilitators at this point.
Question 10*
What key challenges have you experienced/would you experience in addressing health and
well-being in the teacher training curriculum?
OR
You mentioned this/these challenges in the questionnaire, please can you expand on this . . .
OR
You didn't mention any challenges, is there a reason for this?NIHR Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Prompts: For example: Lack of time? Lack of resources? Lack of expertise? Organisational/departmental/
administrative considerations? Health considered a relatively low priority? Lack of student engagement?
Probe: How do you think you might address these challenges?
Question 11*
(May be no need for this question if already covered)
What has helped/would help you or your organisation in addressing health and well-being in the
teacher training curriculum?
Prompts: For example: Your own background/interest/and those around you? Good professional networks/
contacts? Protected time/resources within the curriculum? Supportive school placement staff? Ethos of your
own organisation/school(s)?
Question 12
Please can you tell me about any changes that might be happening to your course(s) in the future
that we have not already covered.
Prompt: Check if any changes were mentioned in questionnaire responses.
Probe a): If yes, ask What? When? How? Why? If no, why not?
Prompt: For example, better timing, more time/resources, more institutional support, making it more
relevant/meaningful to the students, the inclusion of further topics?
Probe b): How will this affect the health and well-being components of the course(s)?
Probe c): How, if at all, do you think training around health and well-being could be improved/organised
differently in your course(s)?
Probe d): Does this apply to all the courses you are responsible for or do they vary?
Probe e): For example, how do you think any changes in education policy may affect the course or it's health
and well-being content?
Probe: Do you have a support mechanism or network to help you face any changes that may occur?
(e.g. TDA, other training organisations)
Question 13
Is there anything else you would like to say in relation to what you've said already?
Notes to interviewer:
l Tell them that this concludes the interview and switch off the tape recorder.
l Before ﬁnishing ask the interviewee if they would like to see a copy of the interview transcript and
whether they would like to be kept informed of the ﬁndings.
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search strategy
1. (train* adj2 (teacher* or schoolteacher* or educator*)).tw.
2. (teacher* adj2 (learn* or course* or development* or self?development* or program* or materials or
seminar* or workshop* or conference* or inset or package* or video* or leaﬂet* or self?study or
study)).tw.
3. 1 or 2
4. teaching/
5. (teacher* or schoolteacher or educator* or pedagogy).tw.
6. 4 or 5
7. education continuing/
8. inservice training/
9. continu* professional development.tw.
10. (curricul* adj5 (train* or development)).tw.
11. (inservice adj2 (train* or educat* or development)).tw.
12. (pre?service adj2 (train or educat* or development*)).tw.
13. (PGCE or ITT or SCITT or EBITT or “certiﬁcate in education”).tw.
14. “train* the trainer*”.tw.
15. “provider training”.tw.
16. “practice based learning”.tw.
17. “professional development”.tw.
18. (skill* adj2 (develop* or updat* or train* or gain*)).tw.
19. (implement* adj5 (intervention* or strateg* or program* or initiative* or pilot* or scheme*)).tw.
20. (program* adj2 (deliver* or implement*)).tw.
21. 6 and (7 or 8 or 9 or 10 or 11 or 12 or 14 or 15 or 18 or 19 or 20)
22. (“teach the teacher*” or teaching the teacher*).tw.
23. 3 or 21 or 22
24. Schools/ or (Curriculum/ and school*.tw.)
25. (school* or classroom* or “class room*” or pupil* or student* or adolescen* or teen* or child* or
yout* or “young person” or “young people”).tw.
26. (“primary education” or “secondary education” or “elementary education” or “educational system*”
or “educational setting*”).tw.
27. (“key stage 1” or “key stage 2” or “key stage 3” or “key stage 4”).tw.
28. (school* and (curriculum* or curricula*)).tw.
29. 24 or 25 or 26 or 27 or 28
30. 23 and 29
31. exp health promotion/ or exp health education/ or exp health behavior/
32. exp risk reduction behavior/
33. exp public health/
34. exp primary prevention/
35. exp preventive health services/
36. exp preventive medicine/
37. attitude to health/ or health knowledge, attitudes, practice/
38. (health adj2 (educat* or information or awareness or issue* or pilot* or program* or promot* or
improv* or intervention* or initiative* or empower* or strateg* or prevent* or project* or campaign*
or skill*)).tw.
39. (“good health” or “better health” or “healthy life” or “healthy lives” or “healthy lifestyle” or “healthy
life style” or “healthy living” or “balanced life*”).tw.
40. ((health adj2 child*) or adolesc*).tw.
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17042. (wellbeing or “well being” or safe*).tw.
43. exp sex education/ or exp sexual behavior/ or exp sexology/ or exp safe sex/ or exp unsafe sex/ or exp
sexual abstinence/ or exp sexually transmitted diseases/ or exp sexually transmitted diseases, bacterial/
44. ((prevent* or reduc* or educat* or promot* or increas* or decreas* or facilitat* or barrier* or
encourag* or discourag*) adj2 (sex* or HIV or STI or STIs or STD* or chlamydia)).tw.
45. (sexual* transmit* adj3 (infect* or disease*)).tw.
46. (sexual adj2 (health or knowledge or behavio?r*)).tw.
47. “safe* sex”.tw.
48. (pregnancy adj2 prevent*).tw.
49. Contraception, Barrier/ or Contraception, Postcoital/ or Contraception/ or Contraception, Immunologic/
or Contraception Behavior/ or Pregnancy in Adolescence/
50. (contraception or contraceptive*).tw.
51. (STI or STIs or STD or STDs).tw.
52. herpes genitalis/ or exp acquired immunodeﬁciency syndrome/ or exp HIV infection/ or exp gonorrhea/
or exp syphilis/ or chlamydia/
53. condom*.tw.
54. Condoms, Female/ or Condoms/
55. Sexual Abstinence/
56. Coitus/
57. “sexual intercourse”.tw.
58. reproductive medicine/
59. puberty.mp.
60. Marijuana Abuse/ or Marijuana Smoking/
61. Substance-Related Disorders/
62. ((prevent* or reduc* or educat* or promot*) adj2 (drug* or smoke or smoking or cigarette* or tobacco
or substance* or glue or anti?smoking or alcohol or marijuana)).tw.
63. Smoking/ or Behavior, Addictive/ or Alcoholism/
64. ((drug* or substance* or alcohol or cigarette* or marijuana) adj2 (“use” or misuse or abuse
or abusing)).tw.
65. exp Exercise/
66. “Physical Education and Training”/
67. (“physical activit*” or “physical education” or exercise).tw.
68. ((walk* or cycle or cycling or “active commut*”) adj3 school).tw.
69. “walking bus”.tw.
70. (games adj3 school*).tw.
71. “healthy lifestyle*”.tw.
72. (health* adj2 (diet* or food or eat*)).tw.
73. nutriti*.tw.
74. food habits/
75. (obes* or anti?obes*).tw.
76. exp Obesity/
77. exp Eating Disorders/
78. bulimia/ or bulimia nervosa/
79. (bulimia or bulimic).tw.
80. (unhealthy adj2 (diet* or food or eat*)).tw.
81. exp Mental Health/
82. exp Depression/
83. (depression or depressed or sucide or suicidal).tw.
84. Emotions/
85. (“emotional health” or “emotional wellbeing” or “emotional well-being” or “emotional
inhibition*”).tw.
86. (bereav* or death or grief or grieving or sorrow).tw.
87. (“health and safety” or “road safety”).tw.NIHR Journals Library www.journalslibrary.nihr.ac.uk
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89. (prevent* adj2 (injury or injuries)).tw.
90. exp First Aid/
91. Cardiopulmonary Resuscitation/
92. (“ﬁrst aid” or CPR).tw.
93. Bullying/
94. (bullying or anti?bullying or cyberbullying or violence).tw.
95. exp Hygiene/ or Oral Hygiene/
96. Handwashing/
97. (“oral health” or “oral hygiene” or dentist*).tw.
98. Adaptation, Psychological/ or Social Adjustment/
99. (skill* adj2 (life or lives or living)).tw.
100. environment/ or social environment/
101. cancer*.tw.
102. unhealthy.tw.
103. (safe* adj2 sun).tw.
104. Skin Neoplasms/
105. (“keeping safe” or citizenship or “youth development”).tw.
106. exp cardiovascular diseases/
107. exp heart diseases/
108. child abuse/ or child abuse sexual/
109. ((abuse or abusing) adj2 (physical* or mental*)).tw.
110. child advocacy/ or child welfare/
111. (“self image” or “self respect” or “self conﬁdence” or “self esteem”).tw.
112. or/31-111
113. 30 and 112
114. School Health Services/
115. School Nursing/
116. “national child measurement program*”.tw.
117. (school* adj2 health*).tw.
118. (PSHE or PSHEE).mp.
119. “whole school”.tw.
120. “personal social health”.tw.
121. “health promoti* school*”.tw.
122. (school* adj2 prevention).tw.
123. or/114-122
124. 23 and 123
125. 113 or 124
126. (editorial or comment or letter).pt.
127. 125 not 126
128. (“medical student*” or “student doctor*” or “student nurs*” or “nurs* student*”).tw.
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DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Appendix 5 Inclusion/exclusion criteriaInclusion/exclusion worksheet for round 1 screening
(titles and abstracts)Study name or number:
Does the reference mention health and
well-beinga within schools?b (e.g. health
promotion, health education)
Yes Unclear No
↓ ↓ →
next question next
question
EXCLUDE
Does the reference mention: Yes Unclear No
the training of teachers in relation to the
promotion of health and well-being in schools?
↓ ↓ →
and/or next question next
question
EXCLUDE
the implementation of the promotion of health
and well-being in schools by teachers?c
(However, if reference reports an
evaluation of a school-based health
and well-being intervention, but there
is no mention of teachers then mark as
‘RETRIEVE 1’)
(either trainee or qualiﬁed teachers)
Does the reference report researchd into: Yes Unclear No
the processes of teacher training in relation to the
promotion of health and well-being in schools?
(see Box A)/the implementation of the promotion
of health and well-being in schools by teachers?c
↓ ↓ →
and/or next question next
question
EXCLUDE
the outcomes of teacher training in relation to the
promotion of health and well-being in schools?
(see Box B)
Final decision RETRIEVE UNCLEAR
(discuss)
EXCLUDE
a Any aspect of pupils' or teachers' health and well-being, from speciﬁc topics (e.g. drugs, alcohol, sex education,
safety, bullying, mental and emotional health) to broader aspects (e.g. life skills training, youth development, ﬁnancial
and economic education, careers education, citizenship education). Mention only of PE is not sufﬁcient enough for
inclusion. Studies that report teacher training without reference to their role as promoters of health are not relevant.
Studies of children and young people with existing illness or conditions (e.g. behavioural disorders such as attention
deﬁcit hyperactivity disorder, asthma) are not eligible for inclusion.
b Includes primary and secondary schools and further education colleges, but not higher education (i.e. university) or
preschool. Interventions that take place in other settings (e.g. home, community, health services) as well as in school
are eligible for inclusion.
c For example, their general experiences of teaching around health and well-being; any difﬁculties that they experienced in teaching;
the curriculum materials; their professional development; their views on the health and well-being aspect of the curriculum.
d Research can include intervention evaluation (e.g. randomised controlled trials, quasi- or non-randomised controlled trials,
controlled before-and-after studies, uncontrolled studies and systematic reviews of these studies) and non-intervention
research (e.g. surveys, questionnaires, interviews, focus groups). Exclude commentaries, editorials, (non-systematic) review
articles, teaching resources, guides, book reviews, curricula descriptions, research protocols/proposals (e.g. research in
progress), conference summary reports, and bibliographies. Retrieve systematic reviews (only to search their references).
If a review does not deﬁne itself as systematic then look for characteristics that would normally be present in a systematic
review (i.e. systematic search strategy, inclusion/exclusion criteria, critical appraisal, etc.) We are not including whole books
made up of separate chapters. These should be considered the same as bibliographies/book reviews/non-systematic reviews.
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174BOX A Examples of relevant processesNIHRProcessesl Acceptability to the teachers of the training and of the health-promotion intervention itself (e.g. appeal,
enjoyment, relevance to professional goals and personal values)
l Resources and costs used to train the teachers
l Teachers' general reﬂexivity of their health-promoting role and practice
l Implementation of the training programme/the health-promotion intervention
l Skills and training of the teachers
l Accessibility/programme reach
l Collaboration and partnerships
l Quality of intervention materialsBOX B Examples of relevant outcomesOutcomes
Teachers Pupils
l Knowledge of health in general and speciﬁc health
topic to be addressed
l Knowledge of relevant health topic
(e.g. risk factors, prevention, well-being)
l Skills (e.g. ability to teach health-related behaviour
change skills)
l Attitudes towards
health-related behaviour
l Conﬁdence/self-efﬁcacy to provide
health-promotion intervention
l Intentions to adopt health-related behaviour
l Attitudes towards health-promotion intervention l Self-efﬁcacy to adopt health-related
behaviour
l Motivation and intentions to provide
health-promotion intervention
l Biological and physical outcomes
(e.g. weight change)
l Awareness and understanding of whole-school
approaches to health promotion, and wider
determinants of health
l Health-related behaviour (e.g. smoking)
l Health literacy l Health literacy
l Rates of delivery of the intervention l Educational attainment
l Unintended/unanticipated outcomes (e.g. increasing
health inequalities)
l Unintended/unanticipated outcomes
(e.g. differential health gain)
Journals Library www.journalslibrary.nihr.ac.uk
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 2Inclusion/exclusion worksheet for round 2 screening
(full papers)Text in bold represents amendments made to the criteria during their piloting for full papers in
November 2011.Study name or number:
Does the reference mention health and well-beinga within schools?b (e.g. health
promotion, health education)
Yes Unclear No
↓ ↓ →
next
question
next
question
EXCLUDE1
Does the reference mention the training of teachers in relation to the promotion of
health and well-being in schools? (either trainee or qualiﬁed teachers, including
head teachers)
Yes Unclear No
↓ ↓ →
next
question
next
question
EXCLUDE2
Does the reference report research ﬁndingsc into: Yes Unclear No
the processes of teacher training in relation to the promotion of health and
well-being in schools? (see Box A)
↓ ↓ →
and/or next
question
next
question
EXCLUDE3
the outcomes of teacher training in relation to the promotion of health and well-
being in schools? (see Box B)
The training provided and results of the research should be reported in
adequate detail. When there is minimal reporting the reviewer should
exclude the study. If in doubt about the adequacy of the detail the
reviewer should include it and if necessary discuss with the
second reviewer
Final decision INCLUDE UNCLEAR
(discuss)
EXCLUDE
a Any aspect of pupils' or teachers' health and well-being, from speciﬁc topics (e.g. drugs, alcohol, sex education,
safety, bullying, mental and emotional health) to broader aspects (e.g. life skills training, youth development, ﬁnancial
and economic education, careers education, citizenship education). Mention only of PE is not sufﬁcient enough for
inclusion. Studies that report teacher training without reference to their role as promoters of health are not relevant.
Studies of children and young people with existing illness or conditions (e.g. behavioural disorders such as attention
deﬁcit hyperactivity disorder, asthma) are not eligible for inclusion.
b Includes primary and secondary schools and further education colleges, but not higher education (i.e. university) or
preschool. Interventions that take place in other settings (e.g. home, community, health services) as well as in school
are eligible for inclusion.
c Research can include intervention evaluation (e.g. randomised controlled trials, quasi- or non-randomised controlled
trials, controlled before-and-after studies, uncontrolled studies and systematic reviews of these studies) and
non-intervention research (e.g. surveys, questionnaires, interviews, focus groups). Exclude survey studies that just
look at associations between whether or not teachers have previously received training in a particular area
of health and well-being and teacher/pupil outcomes that do not provide any detail about what the training
involved. Exclude commentaries, editorials, (non-systematic) review articles, teaching resources, guides, book reviews,
curricula descriptions, research protocols/proposals (e.g. research in progress), conference summary reports, and
bibliographies. Retrieve systematic reviews (only to search their references). If a review does not deﬁne itself as
systematic then look for characteristics that would normally be present in a systematic review (i.e. systematic search
strategy, inclusion/exclusion criteria, critical appraisal, etc.) We are not including whole books made up of separate
chapters. These should be considered the same as bibliographies/book reviews/non-systematic reviews.
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176BOX A Examples of relevant processesNIHRProcessesl Acceptability and adequacy to the teachers of the training and of the health-promotion intervention itself
(e.g. appeal, enjoyment, relevance to professional goals and personal values)
l Resources and costs used to train the teachers
l Teachers' general reﬂexivity of their health-promoting role and practice
l Implementation of the training programme/the health-promotion interventionBOX B Examples of relevant outcomesOutcomes
Teachers Pupils
l Knowledge of health in general and speciﬁc health
topic to be addressed
l Knowledge of relevant health topic (e.g. risk factors,
prevention, well-being)
l Skills (e.g. ability to teach health-related behaviour
change skills)
l Attitudes towards health-related behaviour
l Conﬁdence/self-efﬁcacy to provide health-
promotion intervention
l Intentions to adopt health-related behaviour
l Attitudes towards health-promotion intervention l Self-efﬁcacy to adopt health-related
behaviour
l Motivation and intentions to provide health-
promotion intervention
l Biological and physical outcomes
(e.g. weight change)
l Awareness and understanding of whole-school
approaches to health promotion, and wider
determinants of health
l Health-related behaviour (e.g. smoking)
l Health literacy l Health literacy
l Rates of delivery of the intervention l Educational attainment
l Unintended/unanticipated outcomes (e.g. increasing
health inequalities)
l Unintended/unanticipated outcomes
(e.g. differential health gain)
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literature search
The literature search of electronic bibliographic databases described in Chapter 5 (see Literature searching)was updated in April 2012 to identify any relevant research published since the initial search in April 2011.
A total of 1897 references were identiﬁed:
l following deduplication a total of 1690 references were screened on title and abstract (round 1)
l 1643 references were excluded
l 47 references were to be retrieved for further inspection (round 2)
l 40 full papers were retrieved and screened:
¢ 14 papers met inclusion criteria for the descriptive map
¢ 25 papers were excluded
¢ one paper was judged unclear (non-English language)
l seven references were unobtainable (e.g. dissertations, unpublished reports).
Only two of the 14 papers meeting the inclusion criteria evaluated the training of pre-service teachers (Riggs
et al.222 and Robinson et al.223) and would therefore be relevant for the in-depth synthesis (meeting the
inclusion criteria reported in Chapter 6 of this report), increasing the total number of studies to 22. It is
unlikely that inclusion of these two studies would signiﬁcantly alter the ﬁndings of the review.References for the 14 studies© Qu
Healt
provi
to: N
SouthArmour KM, Makopoulou K. Great expectations: teacher learning in a national professional development
programme. Teach Teach Educ 2012;28:336–46.
Bernard ME, Walton K. The effect of You Can Do It! Education in six schools on student perceptions of
wellbeing, teaching learning and relationships. J Student Wellbeing 2011;5:22–37.
Breslin G, Murphy M, Mckee D, Delaney B, Dempster M. The effect of teachers trained in a fundamental
movement skills programme on children’s self-perceptions and motor competence. Eur Phys Educ Rev
2012;18:114–26.
Burns ER. Healthy Lungs: cancer education for middle school teachers using a ‘train and equip’ method.
J Cancer Educ 2012;27:179–85.
Darvin J. Situated performances in a graduate teacher education course: an inquiry into the impact of
Cultural and Political Vignettes (CPVs). Teachers Teach Theor Pract 2011;17:345–64.
Fahlman M, McCaughtry N, Martin J, Shen B. Efﬁcacy, intent to teach, and implementation of nutrition
education increases after training for health educators. Am J Health Educ 2011;42:181–90.
Kulinna PH, McCaughtry N, Martin J, Cothran D. Effects of continuing professional development on
urban elementary students’ knowledge. Res Q Exerc Sport 2011;82:580–4.
Panunzio MF, Caporizzi R, Antoniciello A, Cela EP, D’Ambrosio P, Ferguson LR, et al. Training the teachers
for improving primary schoolchildren’s fruit and vegetables intake: a randomized controlled trial. Ann Ig
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178Riggs AD, Rosenthal AR, Smith-Bonahue T. The impact of a combined cognitive-affective intervention on
pre-service teachers’ attitudes, knowledge, and anticipated professional behaviors regarding
homosexuality and gay and lesbian issues. Teach Teach Educ 2011;27:201–9.
Robinson DB, Meyer M. Health education and interactive drama: ﬁndings from a service learning project.
Health Educ J 2012;71:219–28.
Shek DT, Chak YL. Training evaluation of the Secondary 3 Training Program of the Project P.A.T.H.S. in
Hong Kong. Int J Adolesc Med Health 2011;23:333–9.
Suarez-Mutis MC, Coura JR, Massara CL, Schall VT. Effect of a participatory educational program on
primary school teachers’ knowledge of malaria. Rev Saude Publica 2011;45:931–7.
Till J, Ferkins L, Handcock P. Physical activity based professional development for teachers: the importance
of whole school involvement. Health Educ J 2011;70:225–35.
Wood L, Goba L. Care and support of orphaned and vulnerable children at school: helping teachers to
respond. S Afr J Educ 2011;31:275–90.Journals Library www.journalslibrary.nihr.ac.uk
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extraction form1. Basic study detailsData extracted by:
Checked by:Study lead author & ID Publication year Year study
conducted
Country Location (e.g. town/
city/region)
Funder
Study aims/objective/purpose (summarise the rationale for the study, including the
rationale for studying pre-service teachers)
Research question(s)2. Topic areasTopic(s)* Description (where applicable)
* Choose relevant topic areas from the list in the mapping tool.3. Details of study populationType of population Description (where applicable)
Pre-service [e.g. type of course enrolled in, including subject area; demographic
details (e.g. age/gender/ethnicity)]
Number of pre-service teachers
In-service (e.g. type of school located in, subject areas taught, teaching experience)
Number of in-service teachers
Level of education
© Queen's Printer and Controller of HMSO 2013. This work was produced by Shepherd et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science Park,
Southampton SO16 7NS, UK.
179
APPENDIX 7
1804. Details of training/interventionName of the intervention/training programme (e.g. any speciﬁc name given)
Training content Description (where applicable)
Information provision
Skills development (general)
Skills development – behaviour change techniques
Skills development – to identify health problems and/or how to refer
Skills development – pedagogy of health
Awareness and attitudes
Planning and implementation methods
Other (specify)
Training content not stated/unclear
Training format Description (where applicable)
Lecture/seminar/presentation
Workshop
Discussion groups/group work
Computer/digital media
Teaching practice
Skills demonstration/practice
Support post-initial training
Video
Other (specify)
Training format not stated/unclear
Training intensity Description (where applicable)
≤1 day
2–5 days
6–10 days
>10 days
Training length not stated/unclear
Training duration Description (where applicable)
≤1 day
2–7 days
>1–4 weeks
>1–3 months
4–6 months
7–12 months
>12 months
Training duration not stated/unclear
NIHR Journals Library www.journalslibrary.nihr.ac.uk
Teacher trainer Description (where applicable)
Researcher/academic
Health professional
Specialist trainer
Education practitioner
Psychologist/counsellor
Computer
Video
Lay person/volunteer
Other (specify)
Trainer unclear/not stated
Theory based Describe (where applicable)
Theory reported
Theory not reported
DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 25. Study measuresProcesses/issues examined Description (where applicable)
Acceptability and adequacy to the teachers of the training, and of the
health-promotion intervention
Resources and costs used to train the teachers
Teachers' general reﬂexivity of their health-promoting role and practice
Implementation of the training programme/the health-promotion intervention
General organisation/administration of the training
Other (specify)
Processes unclear/not stated
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Outcomes of teacher training Description (where applicable)
Teacher outcomes
Knowledge of health in general and speciﬁc health topic to be addressed
Skills (e.g. ability to teach health-related behaviour change skills)
Conﬁdence/self-efﬁcacy to provide health-promotion intervention
Attitudes towards health promotion
Motivation and intentions to provide health-promotion intervention
Awareness and understanding of whole-school approaches to health promotion,
and wider determinants of health
Health literacy
Delivery of the intervention/teaching practice around health
Unintended/unanticipated outcomes (e.g. increasing health inequalities)
Teachers' values
Biological and physical outcomes (e.g. weight change)
Mental health outcomes
Other (specify)
Teacher outcomes not stated
Pupil outcomes
Knowledge of relevant health topic (e.g. risk factors, prevention, well-being)
Attitudes towards health-related behaviour/intervention
Intentions to adopt health-related behaviour
Self-efﬁcacy to adopt health-related behaviour
Biological and physical outcomes (e.g. weight change)
Health-related behaviour (e.g. smoking)
Health literacy
Educational attainment
Mental health outcomes
Unintended/unanticipated outcomes (e.g. differential health gain)
Other (specify)
Pupil outcomes not stated
NIHR Journals Library www.journalslibrary.nihr.ac.uk
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DOI: 10.3310/phr01020 PUBLIC HEALTH RESEARCH 2013 VOL. 1 NO. 26. Methodological characteristics and critical appraisalDescription (where applicable)
Study design classiﬁcation*
Author's description of study design
Data collection instrument(s) used (e.g. questionnaire/interview/clinical test/observation)
Were data collection instruments reported to be validated? (note if they have been used
in previous studies)
Timing of data collection (e.g. in relation to the training/intervention,
pre–post measurements)
Data analysis method (for controlled designs – e.g. intention to treat/treatment received)
Unit of data analysis (for controlled designs – were the results reported according to the
unit of allocation?)
Statistical procedures used (summarise any statistical procedures/tests used)
Qualitative data analysis procedures used (summarise the methods used to analyse any
qualitative data collected)
Were participants asked for their informed consent?
Reviewer's comments on study methodological characteristics and quality (add in any
comments that may be relevant)
* Choose relevant study designs from the list in the mapping tool.7. Study results
[Summarise the results of the study in the subsections below. It is difﬁcult to specify how much detail to go
into, as this will vary from study to study. You may need to report some results verbatim for clarity using
quotation marks and specifying the page number (e.g. where description by the authors might be
ambiguous and open to misinterpretation). As a general guide do not reproduce results wholesale, especially
where data are extensive. However, it is ok to describe what results are given and how they are presented,
and if necessary say ‘data not extracted’. Note that sometimes results may be reported within the discussion
section of a publication.]Teacher outcomes(Add rows to the table for all the outcomes reported. Where data have been reported but are not extracted
summarise and state ‘data not extracted’)Pupil outcomes(Add rows to the table for all the outcomes reported)Process(Add rows to the table for all the processes reported)Barriers and facilitators
Summarise any data reported which the authors state to be barriers and/or facilitators to teacher training
around health. If none are explicitly reported as barriers/facilitators but can be inferred by the reviewers state
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1848. Reviewer's general comments on the study(Write in any comments on the study in general, e.g. your interpretation of the ﬁndings, methodological
quality, etc.)9. Mapping discrepanciesList any discrepancies for this study that have you have noticed with the keywording database10. Bibliography checkCheck to see whether any studies are cited in the publication that may meet our inclusion criteria, and if so
list them below. If none, state so.NIHR Journals Library www.journalslibrary.nihr.ac.uk
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appraisal criteriaRisk of bias criteria for single cohort before-and-after studies
(adapted from the Cochrane Effective Practice and Organisation
of Care Group criteria228 for interrupted time series designs)1. Was the intervention independent of other changes?
Score ‘low risk’ if there are compelling arguments that the intervention occurred independently of other
changes over time and the outcome was not inﬂuenced by other confounding variables/historic events
during the study period. If events/variables identiﬁed, note what they are. Score ‘high risk’ if reported that
intervention was not independent of other changes in time.
2. Was the intervention unlikely to affect data collection?
Score ‘low risk’ if reported that intervention itself was unlikely to affect data collection (e.g., sources and
methods of data collection were the same before and after the intervention). Score ‘high risk’ if the
intervention itself was likely to affect data collection (e.g. any change in source or method of data
collection reported).
3. Were incomplete outcome data adequately addressed?*
Score ‘low risk’ if missing outcome measures were unlikely to bias the results (e.g. the proportion of
missing data was similar in the pre- and post-intervention periods or the proportion of missing data was
less than the effect size, i.e. unlikely to overturn the study result). Score ‘high risk’ if missing outcome data
were likely to bias the results. Score ‘unclear risk’ if not speciﬁed in the paper (do not assume 100%
follow-up unless stated explicitly).
4. Was the study free from selective outcome reporting?
Score ‘low risk’ if there is no evidence that outcomes were selectively reported (e.g. all relevant outcomes
in the methods section are reported in the results section). Score ‘high risk’ if some important outcomes
are subsequently omitted from the results. Score ‘unclear risk’ if not speciﬁed in the paper.
5. Was the study free from other risks of bias?
Score ‘low risk’ if there is no evidence of other risk of biases, e.g. should consider if seasonality is an issue
(i.e. if January to June comprises the pre-intervention period and July to December the post, could the
‘seasons’ have caused a spurious effect).
*If some primary outcomes were assessed blindly or affected by missing data and others were not, each
primary outcome can be scored separately.Question
Judgement (high risk,
low risk, unclear)
Reviewer's
comment
1. Was the intervention independent of other changes?
2. Was the intervention unlikely to affect data collection?
3. Were incomplete outcome data adequately addressed?
4. Was the study free from selective outcome reporting?
5. Was the study free from other risks of bias?
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APPENDIX 8
186Quality assessment criteria for process evaluations (adapted from
Shepherd and colleagues47)Question
Judgement (underline
as appropriate)
Reviewer's comments
(add in comments to
support your judgement)
1. Were steps taken to increase rigour/minimise bias and
error in the sampling for the process evaluation?
Consider whether the sampling strategy was
appropriate to the questions posed in the process
evaluation (e.g. was the strategy well reasoned and
justiﬁed?); attempts were made to include all relevant
stakeholders and/or obtain a diverse sample (think
about who might have been excluded who may have
had a different perspective to offer); characteristics of
the sample critical to the understanding of the study
context and ﬁndings were presented (i.e. do we know
who the participants are in terms of, for example, role
in the intervention/evaluation, basic
sociodemographics, etc.)
1.1 Yes, a fairly thorough
attempt was made (please
specify)
1.2 Yes, several steps were taken
(please specify)
1.3 Yes, a few steps were taken
(please specify)
1.4 Unclear (please specify)
1.5 No, not at all (please specify)
2. Were steps taken to increase rigour/minimise bias and
error in the data collected for the process evaluation?
Consider whether data collection tools were piloted/(if
quantitative) validated data collection was
comprehensive, ﬂexible and/or sensitive enough to
provide a complete and/or vivid and rich description/
evaluation of the processes involved in the
intervention [e.g. Did the researchers spend sufﬁcient
time at the site/with participants? Did they keep
‘following up’? Were steps taken to ensure that all
participants were able and willing to contribute (e.g.
conﬁdentiality, language barriers, power relations
between adults and young people)? Was more than
one method of data collection used? Was there a
balance between closed and open-ended data
collection methods?]
2.1 Yes, a fairly thorough
attempt was made (please
specify)
2.2 Yes, several steps were taken
(please specify)
2.3 Yes, a few steps were taken
(please specify)
2.4 Unclear (please specify)
2.5 No, not at all (please specify)
3. Were steps taken to increase rigour/minimise bias and
error in the analysis of the process data? Consider
whether data analysis methods were systematic (e.g.
was a method described/can a method be discerned?);
diversity in perspective was explored; the analysis was
balanced in the extent to which it was guided by
preconceptions or by the data (i.e. participants' views,
researcher observations, etc.); the analysis sought to
rule out alternative explanations for ﬁndings (in
qualitative research this could be done by, for
example, searching for negative cases/exceptions,
feeding back preliminary results to participants, asking
a colleague to review the data, or reﬂexivity; in
quantitative research this may be done by, for
example, signiﬁcance testing)
3.1 Yes, a fairly thorough
attempt was made (please
specify)
3.2 Yes, several steps were taken
(please specify)
3.3 Yes, a few steps were taken
(please specify)
3.4 Unclear (please specify)
3.5 No, not at all (please specify)
4. Were the ﬁndings of the process evaluation grounded
in/supported by the data? Consider whether enough
data are presented to show how the authors arrived at
their ﬁndings; the data presented ﬁt the
interpretation/support claims about patterns in data;
the data presented illuminate/illustrate the ﬁndings;
(for qualitative studies) quotes are numbered or
otherwise identiﬁed so that the reader can see that
they do not just come from one or two people
4.1 Reasonably well grounded/
supported (please specify)
4.2 Fairly well grounded/
supported (please specify)
4.3 Limited grounding/support
(please specify)
NIHR Journals Library www.journalslibrary.nihr.ac.uk
(continued )
Question
Judgement (underline
as appropriate)
Reviewer's comments
(add in comments to
support your judgement)
5. Please rate the ﬁndings of the process evaluation in
terms of its breadth and depth. Consider whether (NB:
it may be helpful to consider ‘breadth’ as the extent of
description and ‘depth’ as the extent to which data
has been transformed/analysed) a range of processes/
issues were covered in the evaluation; the perspectives
of participants are fully explored in terms of breadth
(contrast of two or more perspectives) and depth
(insight into a single perspective); both the strengths
and weaknesses of the intervention are described/
explored; the context of the intervention has been
fully described/explored; richness and complexity has
been portrayed (e.g. variation explained, meanings
illuminated); there has been theoretical/conceptual
development
5.1 Limited breadth or depth
5.2 Good/fair breadth but very
little depth
5.3 Good/fair depth but very little
breadth
5.4 Good/fair breadth and depth
6. Overall, what weight would you assign to this process
evaluation in terms of the reliability of its ﬁndings?
Guidance: think (mainly) about the answers you have
given to questions 1–4 above
6.1 Low
6.2 Medium
6.3 High
7. What weight would you assign to this process
evaluation in terms of the usefulness of its ﬁndings?
Guidance: think (mainly) about the answers you have
given to questions 4 and 5 above and consider (a) how
well intervention processes are described (e.g. does it
provide useful information on barriers and facilitators
to implementation – factors that others implementing
the intervention would need to consider?) (b) whether
the ﬁndings can help us to explain the relationship
between intervention process and outcome (e.g. why
the intervention worked or did not work; factors
inﬂuencing effectiveness; how the intervention
achieved its effects)
7.1 Low
7.2 Medium
7.3 High
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